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STUDIES IN CHRONIC ALCOHOLISM: I. THE 
CLINICAL FINDINGS IN 78 CASES OF 
CHRONIC ALCOHOLISM. 


By R. A. JosKe' and C. N. TURNER,’ 
From the Clinical Research Unit of the Walter and 
Eliza Hall Institute of Medical Research and the 
Royal Melbourne Hospital, Melbourne. 


THIS paper reviews the clinical findings in a group of 
78 patients suffering from chronic alcoholism, who 
required admission to the ward of the Clinical Research 
Unit of the Royal Melbourne Hospital during the four years 
ending December, 1950. These patients showed all grada- 
tions of chronic alcoholism and its sequele, and it is 
proposed in this and subsequent papers to present the 
clinical, social, dietetic, biochemical arid pathological 
findings in these cases, together with the methods and 
results of treatment. 

A “chronic alcoholic” is defined as a person who is 
incapacitated physically, mentally or socially by prolonged, 
excessive intake of ethyl alcohol. A distinction is drawn 
between the “chronic alcoholic’ and the “heavy social 
drinker”. The latter, although he may drink much alcohol, 
does not usually seek medical care unless observable 
deficiency states, structural abnormalities or psychological 
aberrations are apparent. The chronic alcoholic as seen 
at this hospital is “ill” in every sense of the word, and 
requires to be treated as such. 


1 Drug Houses of Australia Research Fellow. 
4 Assisted by a grant from the Government of Victoria. 


The method of study has been as follows. All patients 
discussed were admitted to hospital, when medical and 
dietetic histories were taken as completely as possible, and 
a detailed clinical examination was made. In many cases 
these investigations were supplemented by social histories 
taken by the almoner attached to the unit. When possible 
this information was verified and augmented by data from 
the practitioner referring the patient, by interviews with 
friends and relatives, and by home visits by the almoner. 
Such radiological, biochemical and pathological studies 
were made as were indicated. These will be reported in 
a later paper. A detailed follow-up was maintained after 
discharge from hospital in the majority of the cases, 
largely by frequent reviews in the out-patient clinic and 
home visits by the almoner. 


INCIDENCE OF CHRONIC ALCOHOLISM. 


It is not possible from this survey to estimate the 
incidence of chronic alcoholism in this community. Never- 
theless, the large number of cases seen in this hospital 
indicates that it is high. 

Previous papers from this unit have shown that chronic 
alcoholism is the most common cause of malnutrition in 
the cases we have studied (Parsons, Turner and V’ood, 
1948), and that malnutrition secondary to alcoholism is 
the most difficult type for the physician to control (Epstein, 
Mackay and Turner, 1950). Chronic alcoholism was 
responsible for 14 of 18 cases of nutritional disease of the 
liver reported in detail by Wood et alii (1949). Of 819 
patients studied in the wards of the Clinical Research 
Unit, 78 (95%) were considered to be suffering from 
chronic alcoholism or its sequele. This is a conservative 
estimate, for the diagnosis of chronic alcoholism was 
suspected but not proven in several other cases. 
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It must be remembered that there is some bias in the 
figures presented, for this unit is predominantly engaged 
in the study of gastro-enterological problems. 


TYPES OF PATIENTS STUDIED. 

The patients studied came under the care of the Clinical 
Research Unit in varying ways, as shown in Table I. 
This reveals the large proportion of patients presenting 
with advanced organic disease. This is a general finding 
among chronic alcoholics treated in public hospitals, for 
these patients do not become specific “medical” (as opposed 
to “social” or “psychiatric’) problems until late in the 
course of their disease. 

The age and sex incidence of the patients reported is 
shown in Figure I. The 78 patients studied comprised 56 
males and 22 females. The maximal age incidence was in 
the fifth decade, although the ages of the patients ranged 
from twenty-nine to Seventy-three years. Statistical 
analysis by Mr. F. J. Bromilow showed that the age 
incidence was similar in both sexes. 

As detailed social histories will be presented in a later 
paper in this series (Saint and Mackay, 1952) only a brief 
survey of these will be presented here. 


TABLE I. 
Basis of Admission to the Unit. 


Number of 
Basis of Admission to the Unit. Patients. 
Direct admission to ward because of organic disease .. 35 
Patients referred by medical practitioners — of hone 98 
Patients referred by other hosp tal clinics ne 1l 
Patients requesting treatment for alcoholic “addiction |: 4 


The patients were drawn for the most part from the 
so-called “hospital class”. There was evidence in many 
cases of descent in the social scale associated with their 
alcoholic habits, and of gross impairment of nutrition. A 
significant number had come from unsatisfactory homes 
and showed poor adjustment to life situations. 


Symptomatology. 

The histories given by chronic alcoholics are notoriously 
unreliable, and for this reason any analysis of their 
symptoms is difficult to interpret. There are two main 
causes of this inability of chronic alcoholics to give an 
accurate medical history. Firstly, the feeling of guilt and 
lack of self-confidence induce the sufferer to hide his habits 
from his relatives, associates and attendant physician. In 
some cases this leads to suppression of as much detail of 
the histories as possible; other patients, while relating 
what they consider to be “medical” facts, will stubbornly 
deny alcoholism. Secondly, later in the disease there is a 
progressive deterioration of mental calibre, so that the 
sufferer is unable to give a reliable history, no matter how 
willing he may be. Finally, of course, Korsakoff’s psychosis 
may occur. A similar lack of reliance is to be placed upon 
dietetic histories. 

In the present series an attempt was made to obtain as 
accurate a history as possible, by several methods, including 
repeated interviews with the patient and his friends and 
relatives, and visits by the almoner to the patient’s home. 
The history was also checked with the findings on clinical 
and biochemical examination. When these precautions 
were taken it was considered that, of the 78 patients 
studied, a reliable history was obtained from only 29 
patients, a history reliable except for details directly con- 
cerned with alcoholism was obtained from 15, while 34 
gave a history which was not ‘considered to be at all 
reliable. 

Despite this, the presenting symptom described by the 
patient was considered to be.generally reliable, because 
it was sufficiently dramatic or incapacitating to force the 


patient to seek medical aid. For this reason the presenting 
symptoms of the patients are analysed in detail. 


No attempt is made to distinguish between symptoms 
directly due to alcoholism and malnutrition, and symptoms 
due to other diseases. Such a distinction is largely arbitrary 
and usually difficult to define. This is well shown in the 
following case report. 


Case II.—A.A., a male patient, aged forty-six years, pre- 
sented with recurrent hzematemesis of three days’ duration. 
For four years he had suffered from intermittent epigastric 
pain relieved by alkalis but not by food. He had vomited 
blood six months before his admission to the unit. He was 
a chronic alcoholic, separated from his wife, and living a 
solitary existence in an hotel room. His diet was grossly 
deficient. 

Clinical examination of the patient revealed diffuse upper 
abdominal tenderness and enlargement of the liver, its edge 
being palpable two centimetres below the right costal 
margin. His general nutrition was extremely poor. Full 


] FEMALE 


NUMBER OF CASES 


20 OD 40 50 60 7O 80 
AGE IN- YEARS 


Ficure I. 


Age and sex incidence in the 78 cases of chronic 
alcoholism reported. 


investigation showed the presence of a probable prepyloric 
ulcer. His symptoms rapidly subsided with an ulcer Bare ce 
but he has evaded a detailed follow-up since his disc 

from hospital. 

This man was a chronic alcoholic with malnutrition who 
was found to have a prepyloric gastric ulcer. The exact 
relation between these two findings is unknown; but the 
malnutrition at least increased the severity and may have 
been the basic factor in the etiology of his disease. 


Presenting Symptoms. 

The presenting symptoms found in this group of patients 
are analysed in Tables II and III. Only four patients 
presented with the complaint of “alcoholism”, requesting 
treatment of that condition. In each of these four cases 
investigation revealed gross abnormalities—encephalopathy 
in two cases, recent hematemeses in one, and nutritional 
disease of the liver in one. 

In the remaining cases the presenting symptoms were 
extremely varied, although in the majority of cases the 
initial complaint was referable to the nervous system (23 
cases) or to the abdomen (43 cases). However, this 


- variability reveals that chronic alcoholism may be present 


in a patient with any initial complaint. 


It is worthy of note, too, that the presenting symptoms 
were very severe in most of the cases studied. Many 
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patients who had had long periods of often gross disability 
and chronic ill health did not seek medical aid until it 
was forced upon them by their inability to carry on their 
normal mode of life. 


Detailed Symptomatology. 

A more detailed analysis of symptoms ‘was possible in 
a selected group of 29 patients who were found to have 
given reliable clinical histories. However, this group does 
not include the more chronic and severe cases in which 
the patient was unable to give a reliable history. 


TABLE II. 
Presenting Symptoms in 78 Cases of Chronic Alcoholism. 


Symptom or Examination Number of 
Finding. Cases. 
Hematemesis 15 
—, ataxia, ‘paralysis, pains in 
1 
Dyspepsia and abdominal pain | me, 3 
Jaundice. 8 
Psychotic episodes, “such a as 8 confusion ¢ or 
delusions .. 6 
Swelling of abdomen 6 
Alcoholic addiction as primary reason for 
seeking treatm 4 
p 3 
Passage of righ er um 2 
pileptic 
Coma 
Joint pains 1 


The most common symptom was abdominal pain, present 
in 15 of the 31 cases. This pain was of two types. The 
first group of nine patients stated that they had experi- 
enced dyspepsia for long periods, varying from two to 
twenty-five years. Their pain resembled that of peptic 
ulcer, being an epigastric discomfort after meals, usually 


TABLE III. 


Pretatie Davie of Presenting Symptoms in a Grow of 78 
ients Suffering from Chronic Alcohol: 


| Number of 
Pathological Basis. Cases. 


‘Nervous system : 
Peripheral neuritis 
Bnsophalopathies 


ive 

Nutritional hepatitis 

Infectious hepatitis 

Acute yellow atrophy .. 
Stomach : 


Gastritis 
ulcer 


Hemorrho ids 
Beriberi cardiac failure 

Ulcers of legs 


Unproven pathol 
Patients “Antabuse” 


Total 


associated with flatulence, relieved by alkalis, and some- 
times periodic in nature. Four of these nine patients had 
hematemeses and four had morning vomiting. Investiga- 
tion revealed chronic peptic uJceration in only two patients, 
both of whom had a chronic gastric ulcer. Others had 
biochemical and histological evidence of gastritis. 

In the second group of six patients the pain had been 
Present for less than three weeks. This pain was dull in 


character, felt in the central or upper part of the abdomen, 
and associated with nausea, vomiting and a feeling of 
distension. Four of these patients were jaundiced and none 


had hematemesis. Since four of these patients had enlarged 
pes livers, it is presumed that this pain is hepatic in 
origin. 

Less frequent symptoms referable to the alimentary 
canal were morning vomiting (13 cases), melena with or 
without hematemesis (seven cases), jaundice (six cases), 
and swelling of the abdomen (five cases). Morning 
vomiting was usually recent, but in three cases had been 
a symptom for some years. The longest history of 
jaundice was six weeks, although two patients had had 
attacks of jaundice some months before coming under 
observation. The jaundice. usually consisted of an icteric 
tint of the sclere. However, on occasions it was intense 
and provided a problem in diagnosis. None of the patients 
gave a histery of both jaundice and hematemesis. 

Nine patients gave reliable histories of peripheral 
neuritis, the symptoms noted being paresthesiz, cramping 
pains in the calves occasionally related to exertion, inability 
to walk properly, and paralysis of the legs. Tremor of the 
hands was not usually observed by the patients, only one 
of whom specifically mentioned “the shakes”. Six patients 
gave a history of having had delirium tremens, although 
others complained of blackouts, and one of epileptic fits. 

Nearly all patients had noted a reduction in their 
exercise tolerance, and dyspnea was a disabling factor in 
ten. Seven had noticed peripheral edema, and five of 
these were also dyspneic. Other symptoms of general ill 
health were common, such as anorexia, malaise, loss of 
weight, vague aches and pains, and irritability. 

Three patients had chest pain of pleural type and were 
found to have asthma, pulmonary tuberculosis, and lobar 
pneumonia respectively. One patient gave a history of 
recurrent joint pains due to gout. 


Dietetic Histories. 

Dietetic histories were obtained from 54 of the patients 
studied. Two of these were taking adequate diets and 13 
poor diets, while 34 had a diet which was considered to 
be inadequate. Five patients alternated between satis- 
factory and unsatisfactory diets. 

All these patients gave a long history of alcoholism, 
varying from five to forty years. Most had begun to drink 
heavily while young, sometimes drinking over 50 glasses 
(over 17 pints) of beer daily before the age of twenty 
years. In later years many began to imbibe cheap wines 
and spirits, and some stated that their ill health dated 
from that time. Forty-eight of the 54 patients drank beer, 
33 wine and spirits. Most patients were admitted to the 
unit after a bout of acute alcoholism. 

The chronic alcoholic develops a characteristic meal 
pattern which can be readily recognized—practically no 
breakfast, very little lunch, and meat and vegetables for 
the evening meal; he shows a preference for savoury foods 
and dislikes sweet foods and puddings. 


Physical Signs. 

As with the symptoms, the physical signs in these cases 
of chronic alcoholism were extremely varied, but the 
majority of patients showed signs of hepatic, gastro- 
intestinal or nervous disease. 

For convenience of description the signs elicited have 
been grouped into three groups: those of the nervous 
system, those of the alimentary tract and a miscellaneous 
group. But it must be emphasized that there is considerable 
overlap between the various groups. For example, patients 
with nutritional hepatitis frequently were found to have 
peripheral neuritis, and in some patients with ascites both 
beriberi and nutritional hepatitis were contributing factors. 


Nervous System. 

Physical signs referable to the nervous system were 
common, being present in 46 of the 78 patients studied. 
Peripheral neuritis was found in 33 and central nervous 
lesions in 31 patients. Of these, 18 had lesions affecting 
both central and peripheral portions of the nervous system. 

The central lesions were both general and focal. The 
most common sign was mental confusion, found in 12 
cases. Hallucinations and delusions were observed in 10 
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cases, including patients who developed delirium tremens 
while under observation. A fully developed Korsakoft 
psychosis was seen in only four cases. Two patients were 
comatose on their admission to the unit, while two others 
had periodic “blackouts”. At least two patients had 
previously required admission to a mental hospital. 


Signs of focal damage were less common. They included 
nystagmus (two cases), diplopia (one case), and epileptic 
convulsions of grand mal type (four cases). The onset of 
seizures in middle age sometimes led to difficulties in 
diagnosis, full neurological investigation being required to 
exclude organic lesions such as cerebral tumour. 


Peripheral neuritis was present in 33 patients. The 
earlier signs were tremor, and muscle tenderness especially 
of the calf muscles. Ataxia and non-coordination of move- 
ment of both the upper and lower limbs were observed 
frequently. Later there were sensory losses of glove and 
stocking distribution affecting all types of sensation. The 
tendon reflexes were diminished or absent and the plantar 
responses abolished. Muscular weakness and wasting were 
prominent symptoms, some patients being bedridden and 
unable to feed or dress themselves. Trophic manifestations 
such as penetrating ulcers were rarely seen. 


Patients with peripheral neuritis were in a ‘poorer 
nutritional state than those with no nervous system 
involvement, the intake of both protein and carbohydrate 
being lower in the former group. Thiamine intake was 
low in both groups, but no significant difference was found 
in patients with or without frank neuropathy. 


The response to intensive dietetic and vitamin therapy 
was extremely good in most cases, but patients with gross 
peripheral neuritis or degenerative changes of the central 
nervous system were sometimes left with residual lesions 
such as ataxia or impaired intellect. An hysterical element 
was occasionally present, so that ataxia persisted long 
after objective signs had disappeared. 


Alimentary Tract. 


The most common signs referable to the alimentary tract 
were those of nutritional disease of the liver. This con- 
dition has been described in detail by Wood et alii (1949). 


In the present series the sign found most frequently was 
enlargement of the liver, which was present in 51 of the 
78 patients. The other commonly occurring signs were 
ascites (16 cases), jaundice (14 cases), splenomegaly (12 
cases), spider nevi (12 cases) and peripheral edema (12 
cases). A bleeding tendency was uncommon, the presence 
of spontaneous ecchymoses or petechial hemorrhages being 
noted in only five cases. Prominence of the superficial 
veins of the abdominal wall and hemorrhoids were both 
infrequent. All patients with jaundice, splenomegaly or 
spider nevi had-an enlarged liver. However, ascites or 
peripheral cedema was not invariably associated with liver 
disease. These signs may result from causes other than 
liver disease, such as_ beriberi heart failure. The 
coexistence of ascites and peripheral edema was found in 
only four cases. Ascites due to cirrhosis of the liver was 


rarely associated with cedema of the limbs; rather did 
such patients show the clinical picture of dehydration and 
electrolyte imbalance. 


These results are shown in Table IV. 


Two cases were encountered in which nutritional disease 
of the liver was not diagnosed until laparotomy and biopsy 
had been performed. One of these will be briefly quoted. 


CasE XXXVI.—H.P., a male patient, aged fifty-seven years, 
presented with a four months’ history of upper abdominal 
pain, anorexia and loss of weight. He was a barman, but 
denied excess alcoholism. 

On examination of the patient his general health was 
good. <A hard, irregular, tender mass was present in the 
upper part of his abdomen. He had chronic bronchitis and 
mild peripheral neuritis, but physical examination other- 
wise gave normal results. Routine investigation had dis- 
closed no abnormality. The findings after a barium meal 
and enema were normal, the Casoni test gave a negative 
result, and the results of liver function tests were within 
normal limits. 

At laparotomy the left lobe of the liver was normal, but 
the right lobe was hard, nodular and cirrhotic. Biopsy of 
the right lobe revealed gross fibrosis in a fatty liver, with 
distortion of the normal architecture. His convalescence 
was uneventful. 

This patient denied alcoholism, but full investigation 
showed that he had nutritional cirrhosis affecting pre- 
dominantly the right lobe of the liver. This produced a 
palpable mass; but biochemical assessment of liver func- 
tion was normal and laparotomy was necessary to exclude 
possible malignant disease. No needle biopsy of the liver 
was performed prior to operation. This would have 
revealed nutritional cirrhosis. 

Physical signs relating to the remainder of the alimen- 
tary tract were uncommon, although many patients com- 
plained of dyspepsia and epigastric pain, while in 15 cases 
hematemesis or melena was the presenting symptom. 
Many of these patients had only vague epigastric tender- 
ness to find on clinical examination. Investigation showed 
the presence of gastric ulcer in four of these patients, and 
of duodenal ulcer in one, who was admitted to the clinic 
with general peritonitis due to perforation of a chronic 
duodenal ulcer. Histamine test meal examinations and 
gastric biopsies revealed a high incidence of achlorhydria 
and of both superficial and atrophic gastritis in such 
patients. The relation between alcoholism and gastritis is 
discussed in detail by Doig and Wood (1952). 

A case report showing symptoms considered to be due 
to gastritis is as follows: ‘ 


CasE XXVI.—W.J., a male patient, aged fifty-four years, 
was admitted to the unit with the complaint of epigastric 
pain and vomiting of one week’s duration. He had been 
a chronic alcoholic for about twenty-five years, and had 
recently lost some weight. 

On examination of the patient, atrophy of the tongue was 
the only abnormal finding. A histamine test meal examina- 
tion revealed achlorhydria, and a gastric biopsy revealed 
pronounced atrophic gastritis. The findings on a barium 
meal examination were normal. 


TABLE IV. 
The Incidence and Association of Some Signs of Nutritional Hepatitis in 78 Patients Suffering from Chronic Alcoholism. 


| Association of ee of Nutritional Liver Disease. 
(Number of Cases.) 
Incidence : 
Sign. Number of Guider 
: Hepatomegaly. | Ascites. Jaundice. | Splenomegaly. evi. | (Edema. Ecchymoses. 
Hepatomegaly .. ae 51 | — | 15 14 12 12 a1 3 
Me Clk 16 15 es 6 8 7 4 2 
Jaundice .. 3... 14 | 14 6 — 5 8 3 3 
Splenomegaly .. 12 12 8 5 = 6 1 2 
Spider nevi... | 12 7 8 6 | 3 8 
12 11 | 4 3 1 3 
Ecchymoses 5 3 2 3 0 
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ti:is symptoms rapidly subsided with an ulcer régime and 
abstinence from alcohol. A two-year follow-up including 
serial gastric biopsy reveals continued reduction in his 
gastritis, and he has remained free from symptoms. 


Other Physical Findings. 

Apart from the alimentary and neurological findings 
already discussed, the remaining signs found on physical 
examination were essentially those of malnutrition and 
neglect. 

Most patients were admitted to the unit in a dirty, 
unkempt condition, occasionally at the height of an 
alcoholic bout. Scabies was present in two cases and 
pediculosis in one. 

The general nutrition of the patients was poor; 35 
were more than three kilograms below the average weight 
of normal Australians, 11 were within three kilograms of 
the average weight, and eight were more than three kilo- 
grams above the average weight. In some cases the 
presence of edema or ascites made the patient’s weight 
normal in the presence of severe malnutrition. 

Vitamin deficiencies were commonly seen, including 
glossitis and angular stomatitis. One patient had scurvy 
and another pellagra. Wet beriberi with congestive cardiac 
failure was present in five. Muscle wasting and loss of 
subcutaneous fat were common, although seven patients 
were obese. 

Oral sepsis was almost invariable and was gross in 
14 cases. The lesions seen were dental caries and ulcera- 
tion and bleeding of the gums. Most patients were eden- 
tulous. Other signs of sepsis were urinary infection (six 
cases), otitis media (one case), acute arthritis involving 
the wrist joint (one case), and extensive varicose ulcera- 
tion (two cases). 

Examination of the chest revealed bronchitis, hypostatic 
congestion, lobar pneumonia or bronchopneumonia and 
asthma in 15 cases. Tuberculosis was found in only one 


* case, however, although X-ray films of the chest were taken 


in all cases. Clubbing of the fingers was present in two 
cases, in both of which enlargement of the liver was 
present; one of these patients also had chronic lung disease. 

Lastly, a few patients had lesions less directly related 
to chronic alcoholism. These included hemochromatosis 
(one case), myxceedema (one case) and herpes zoster (one 
case). Two patients had gout. 

Syphilis was not encountered, although a Wassermann 
test was performed in all cases. 

Anemia of moderate severity was common. This was 
usually of the iron deficiency type, although one case of 
macrocytic anemia due to malnutrition was encountered. 
In some patients the anemia was accentuated by recent 
gastro-intestinal hemorrhage. 

The mean systolic and diastolic blood pressures recorded 
in the cases studied are shown in Figure II. In the 
preparation of this figure, patients with beriberi cardiac 
failure were included, but not those who had sustained 
recent blood loss. It will be seen that the patients with 
chronic alcoholism in this series had elevation of both 
systolic and diastolic blood pressures above the normal 
value. 

DISCUSSION. 


Although there is great variation in both symptoms and 
signs in chronic alcoholism, the diagnosis will be made 
without difficulty in the great majority of cases if the 
pnysician is aware of this possibility. Chronic alcoholism 
involves the whole field of medicine, but as many patients 
deny alcoholism, the physician, and indeed the surgeon, 
must constantly guard against errors of diagnosis. 

In our experience the earliest signs are those of mal- 
nutrition. The pathological changes produced are at first 
reversible, but later gross structural changes preclude a 
return to normality, however vigorous the therapy 
adopted or however complete the abstinence enforced. A 
second group of early signs are those of neglect and 
local sepsis, which were frequently seen in the patients in 
this series. 

These dietary deficiencies have already been discussed. 
In brief, however, the alcoholic obtains a large number 
of calories from his intake of alcohol at the expense of 


the “protective foods”. The most frequently seen defici- 


-encies are those of lipotropic factors and vitamins, 


especially those of the B group, and iron. Gross protein 
deprivation is an unusual result of alcoholism in this 
community, although it is more common when the patient 
is unable to fend for himself. Hypoproteinemia usually 
results from cirrhosis of the liver, and peripheral edema 
from beriberi heart failure. When permanent structural 
changes have been produced, impaired utilization of 
what food is taken augments the primary deficiency state. 
For example, in advanced portal cirrhosis, hypopro- 
thrombinemia persists even if vitamin K is administered 
parenterally. 

The various clinical manifestations may in part be 
ascribed to specific deficiency states, but in most cases 
there are deficiencies of more than one essential foodstuff. 
It will also be recalled that controlled experiments attempt- 
ing to correlate dietary deficiency of one vitamin with a 
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definite clinical syndrome have been unsuccessful; for 
example, Crandon, Lund and Dill (1940) could not produce 
clinical scurvy in a human volunteer even after six months 
on a diet deficient in vitamin C. In the present state of 
knowledge, however, it is usual to attribute polyneuritis 
and wet beriberi to thiamine deficiency, pellagra to niacin 
deficiency, scurvy to vitamin C deficiency, and angular 
stomatitis to riboflavine deficiency. 

The relationship of microcytic anemia to iron deficiency 
and of nutritional hepatitis to lack of lipotropic factors 
in the diet is more definite. 

Nutritional hepatitis was present in 51 of the 78 patients 
in this series, the most constant sign being enlargement 
of the liver. Aspiration biopsies showed that this enlarge- 
ment of the liver was due at first to a fatty change in the 
liver cells, which is reversible (King and Perry, 1947; 
Garlick and Motteram, 1949). There is good evidence that 
a progressive increase in fibrous tissue occurs, giving rise 
to the classical picture of portal cirrhosis. Similar fatty 
change has been produced experimentally by Chaikoff and 
associates (1943) by prolonged feeding of animals on diets 
deficient in lipotrophic factors. 

In one patient the enlargement of the liver was due to 
hemochromatosis, although in this disease there is no 
demonstrable relationship between dietetic habits and 
hepatomegaly (Althausen et alii, 1950). 
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The high incidence of jaundice in nutritional disease of 
the liver is worthy of special mention. Jaundice was 
found in 14 of 51 patients with enlargement of the liver 
or other evidence of nutritional hepatitis. It was possibly 
due to coexistent viral hepatitis in two cases, one of which 
was fatal. No causes of external biliary obstruction being 
discovered in this series, it is abundantly clear that mal- 
nutrition alone can produce jaundice. The differential 
diagnosis betwen hepatocellular and obstructive jaundice 
was usually made from the history and clinical examina- 
tion. However, sometimes there was also a history of 
epigastric pain, and the passing of pale feces was a not 
unusual finding. These patients, however, showed the 
biochemical findings of liver damage and not those of 
obstructive jaundice—a positive response to the cephalin 
flocculation test and a normal or only slightly raised serum 
alkaline phosphatase level (below 30 King-Armstrong 
units). Aspiration biopsy of the liver is also valuable in 
diagnosis when there is doubt whether laparotomy is 
indicated, as in the case quoted above. Of course, jaundice 
due to cholelithiasis or carcinoma may occur in a chronic 
alcoholic just as it may in a total abstainer. 


SUMMARY AND CONCLUSIONS. 

1. The clinical findings in 78 cases of chronic alcoholism 
are presented. The patients comprised 56 males and 22 
females. 

2. The symptoms and signs observed were extremely 
variable. Although the pathological basis in most cases 
was malnutrition and its sequele, the variety of pictures 
seen in chronic alcoholism was such that it involved nearly 
the whole field of clinical medicine. 

3. It was extremely difficult to obtain an accurate 
history. Apparently reliable histories were obtained from 
only 29 of the 78 patients studied. 

4. The presenting symptoms were usually dramatic, 
being, in order of frequency, hematemesis, ataxia, 
abdominal pain, jaundice, psychotic episodes and swelling 
of the abdomen. 

5. Detailed study of the more reliable histories showed 
abdominal pain to be the most frequent symptom, followed 
by morning vomiting, hematemesis, manifestations of 
peripheral neuritis, jaundice and swelling of the abdomen. 


6. Physical examination revealed widespread manifesta- 
tions of deficiency disease, neglect and local sepsis. The 
more common findings were peripheral neuritis (33 cases), 
encephalopathies (31 cases), and nutritional hepatitis (51 
cases). Gastritis and lung disease were also frequent. 
Most patients were below average weight. 


7. Dietetic investigation showed that most of the patients 
had been taking a grossly inadequate diet of similar 
pattern. 
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STUDIES IN CHRONIC ALCOHOLISM: II. A SOCIAL 
STUDY OF CHRONIC ALCOHOLISM. 


By E. G. Sarnt’ and M. A. Mackay,’ 

From the Clinical Research Unit of the Walter and 
Eliza Hall Institute of Medical Research and 
the Royal Melbourne Hospital, 

Melbourne. 


SIncE man’s first fall from grace alcohol has played a 
large part in human affairs, for it is not unnatural that a 
substance which gives cheer to the melancholy and courage 
to the weak and brings comfort to the sorrowful and 
oblivion to the misanthropic should be in great demand; 
nor is it surprising that such a drug should be the object 
of great abuse. Certain cultures are fortunate in that an 
absolute or relative taboo is placed on alcohol; Moslems, 
Sikhs and Quakers may not drink, and Jews, though not 
teetotallers, are conspicuous in their sobriety. In our own 
time newspapers, books and films—and our own clinical 
experiences—are reminding us that perhaps we are drink- 
ing alcohol to an abnormal extent, and this indeed may be 
so in an age when so many live in a state of inescapable 
emotional tension; statistical proof, however, is not so 
easily obtained, and we may draw comfort from historical 
reflections, recalling the poet’s descriptions of roistering 
medieval England, and the cheap gin-palaces frequented 
by the oppressed proletariat of the Industrial Revolution. 
We must not then regard chronic alcoholism as an entirely 
new problem thrown up in this age. 

Our object in this series of papers has been to assess the 
incidence and importance of alcoholism in contemporary 
medical practice in Victoria, and in this paper an attempt 
is made to determine which social and individual factors 
cause a particular person to follow the unhappy path of 
alcoholism. 

For clinical purposes a chronic alcoholic has been 
described (Joske and Turner, 1952) as “a person who is 
incapacitated physically, mentally or socially by prolonged 
excessive intake of alcohol’; but by the time a person 
reaches this stage he has travelled a long way, and from 
a therapeutic point of view alone it ought to be possible 
to recognize alcoholism long before this. From the moment 
a person comes to rely on alcohol, either from day to day 
or at intervals, as an essential part of his adjustment to 
his environment he becomes in some degree an alcoholic. 
Most drinkers go no further than a mild dependence on 
the stimulant, and for them alcohol does not constitute a 
serious problem. But in others—who have formed the 
material for this study—dependence is more profound, 
causing them to be incapacitated physically, mentally or 
socially. In fact, we find no clear distinction often between 
the vefal” drinker and the psychologically abnormal 
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drinker, but only an infinite gradation between the one 
type and the other. It is, moreover, wrong to discuss 
excessive “social” drinking as of no significance, for can 
a person who spends a large proportion of his time and 
money on alcohol to the detriment of his physical and 
menial health be said to be normally adjusted to his 
environment? 


METHODS OF StTupDyY. 


A full social history was taken by one of us (M.A.M.) in 
59 out of the series of 78 cases. The clinical findings in 
these cases have been reported on in a previous paper 
(Joske and Turner, 1952). Each of these patients was 
interviewed and encouraged to talk freely, so that a fairly 
comprehensive life history was obtained, particular notice 
being taken of early family background, education, occu- 
pational history, marriage adjustment, hobbies and personal 
interests. In addition, home visits were paid in 37 of 
these cases as part of routine follow-up study, and not 
infrequently valuable information was obtained in this way 
from near relatives. 

Of the series, in July, 1951, 30 were chosen for more 
careful study by the other of us (E.G.S.) in order to make 
at least an approximate psychiatric assessment. In the 
selection of this particular group considerable bias was 
involved, for only those patients who were still alive and 
were willing to submit themselves to further interrogation 
could be studied. Many of the severely alcoholic patients, 
possibly some of those of the greatest psychiatric interest, 
had by 1951 become “untraced” or had died. 


It is part of the pattern of an established alcoholic’s 
behaviour to deceive, confabulate and exaggerate. However, 
it is thought that information obtained by two observers 
is likely to be reasonably accurate, and the inconsistencies 
that may arise in a person’s story acquire added signifi- 
cance. A few patients who refused to attend the out-patient 
clinic for interrogation were interviewed in their own 
homes. This procedure was often very revealing. 


In the whole group of 78 patients there were 56 males 
and 22 females. Thirty-five patients were directly admitted 
to our ward from the hospital admitting officer, 11 were 
referred from other clinics, 28 were referred to us by 
general practitioners, and four (males) presented specifi- 
cally asking for “Antabuse” treatment. 


Habitual Occupation. 


In classifying the occupation status of our patients we 
have recorded the employment at which they had been 
working prior to their admission to hospital. Table I 
shows that most of our patients were drawn from the 
so-called “hospital” class, only four being of the professional 
class; approximately one-half fell into the lowest social 
scale of unskilled or unemployed workers. 


In taking occupation histories it was apparent that 
changes of employment were frequent, and it was often 
difficult to say precisely what a patient’s real occupation 
was prior to admission to hospital. There were several 
causes for these frequent changes: dismissal because of 
irregular attendance or actual drunkenness at work; loss 
of efficiency at work owing to physical and intellectual 
impairment associated with alcoholism; and in some cases 
lack of powers of sustained interest thought to be an 
inherent personality defect, a cause as much as an effect 
of alcoholism. 

Changes of occupation, with two exceptions, were in a 
downward direction in the social scale. Of 61 patients 
whose occupational history was considered reliable, 24 
had descended both in the occupational and in the social 
scale, loss of income, loss of prestige and poorer living 
conditions being involved. Some patients had always 
lived at the lowest social level; it is difficult to imagine 
them sinking any lower. 


Childhood Background. 


An attempt has been made to assess the type of back- 
ground in which our patients lived during childhood years. 
We have recorded as “normal” homes where patients were 


reared with affection and where the domestic milieu seems 
to have been placid and balanced. Homes were recorded 
as “unhappy” where parents were on poor terms with each 
other or made the children unhappy by virtue of an over- 
harsh discipline, or where an infelicitous atmosphere was 
created by the drunkenness of one or both parents. A 
“broken” home was where one or both parents had died 
during the patient’s early childhood or where parents had 
been separated or divorced. 


TABLE I. 
Occupation Prior to Hospital Admission of 78 Chronic Alcoholic Patients. 


Group. | 


Number of Patients. 
I. “Professional” 4 patients : journalist, schoolteacher, 
ship’s engineer and industrial chemist. 
II. “Own business” .. .. | 6 patients : ; farmer, 2 boarding-house 
keepers, woodyard proprietor, 
1 hotel ee, 1 chimney-sweep and 
carrier. 


3 patients: 1 inland revenue clerk, 
1 shipping clerk, 1 postal clerk. 

9 patients: 3 painters, 1 policeman, 
1 french polisher, 1 baker, 1 car- 
penter, 1 surveying engineer, 1 hair- 
dresser. 

25 patients: 7 unskilled factory hands 
and operators, 9 unskilled labourers, 
2 wharf labourers, 2 kitchen hands, 
2 starting-price bookmaker’s clerks, 
2 barmen, 1 sausage-skin cleaner. 

13 patients: 7 old-age pensioners, 
1 widow’s pensioner, 4 war service 
pensioners, 1 invalid pensioner. 


III. ‘Clerical workers” 

IV. “Skilled” tradesmen or 
artisans or other skilled 
workers. 


V. “Unskilled occupations” 


VI. ‘‘Pensioner’”’ 


VII. Habitually unemployed .. | 7 patients. 
VIIT. Miscellaneous patients : 1 prostitute, domestic 
worker, 9 “house duties 


The recollections of 47 patients were considered reliable 
and worth classifying, as follows: “normal” homes, 22 
cases; “unhappy” homes, 13 cases; “broken” homes, 12 
cases. 

It is perhaps significant that one or both parents were 
excessive drinkers in 17 cases. 


How closely related the problem of adult alcoholism is to 
these formative influences is shown in the following case 
reports. 


CasE VIII.—A wharf labourer, aged forty-seven years, was 
suffering from hematemesis and melzwena associated with 
excessive drinking. His parents had died when he was aged 
five years and he was sent to an orphanage where the 
discipline was very harsh. He received frequent beatings, 
which he considered to be unrelated to misdemeanours. At 
fourteen years he became a hired boy on a farm and was 
treated badly; then he worked for seven years in a racing 
stable, where he picked up the habit of drinking and 
gambling. Later he worked as a drover and latterly he had 
worked as a wharf labourer. He is married and has one 
child—a cold, loveless marriage. He drank heavily while 
working on the wharf. He drinks only in company: “feels 
happiest in company with his mates’. He has no hobbies 
or absorbing interests. He is a misanthropic, embittered man 
who experiences the warmth of friendship only in the social 
atmosphere of hotel bars. 


Case X.—This patient, aged forty-seven years, occupies a 
position of professional authority and has been treated for 
acute encephalopathy following an episode of acute 
alcoholism. He does not normally drink, but once a year 
feels an unbearable sense of tension which culminates in 
compulsive alcoholism lasting only a few days. He was the 
youngest of a large family and always felt unwanted and 
humiliated. His parents were harsh disciplinarians. At the 
age of twelve years he won a scholarship to a boarding 
school. Later he was forced by his domineering parents 
into a professional occupation much against his will. At 
college he felt unworthy and inferior to other students 
because of his poverty and ragged clothes. Professionally 
he has done well, but he still has feelings of inadequacy and 
is haunted by self-doubt. He is obsessed by his own guilt 
after his drinking bouts. He is married and has four 
children. His six brothers are probable chronic alcoholics. 
There is a fundamental contradiction between the position 
of authority this man has achieved by his ability and the 
view of himself that he has acquired during his formative 
years. Only in alcohol does he ever escape this conflict. 
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Marital Status. 


Reasonably accurate information about marriage adjust- 
ments was obtained in 72 cases. Judgements were, of 
course, arbitrary. Thirteen patients were recorded as 
legally single, although some were living with de facto 
wives. Thirty-two patients were married at the time of 
presentation, 17 apparently satisfactorily, but 15 unsatis- 
factorily. Twenty-one patients were divorced or separated; 
five patients were widowed. Three of the married patients 
had previously been divorced. Thus only about one-third 
of the marriages of these patients can be regarded as 
permanently successful. It is impossible to determine in 
these cases whether alcohol was a cause or the effect of 
a broken marriage; frequently the elements were so mixed 
that cause and effect merged imperceptibly. 


Hobbies and Interest. 


We have been able to elicit accurate information on extra- 
occupational interests and pursuits in 62 cases. Thirty-five 
patients had no manifest interest in anything whatsoever, 
and eight patients recorded their interest as “social”, which 
meant drinking in bars and clubs and at social gatherings. 
Seven patients were excessive gamblers (“two-up” and 
racing). The interests of 50 patients therefore centred 
round alcohol and horses. Three patients were keen gar- 
deners; two spent much of their leisure on household 
decorating and carpentry; two played sports; one read 
books; one was interested in music; and one was very 
active, fishing and playing golf and billiards. 


The total poverty of interest and expression is possibly 
significant and was the one factor common to most patients. 
The bearing this has on the management of alcoholism is 
most important, for in the process of weaning a patient 
from his dependence on drink it is necessary to encourage 
him to find some alternative attraction. Too often this is 
lacking. It would seem that this restricted interest in any 
form of creative activity is a basic defect in alcoholics, 
for in most cases it was present before they became exces- 
sive drinkers. 


Personality Studies. 


The classification of human beings into “types” is 
obviously fraught with considerable inaccuracy. Never- 
theless, for the purpose of this study we have attempted 
this in 30 cases of alcoholism, as follows: (i) ‘‘normal” 
group, 12 cases; (ii) “subcultural” group, seven cases; 
(iii) “immature” group, eight cases; (iv) “psychoneurotic” 
group, two cases; (v) “not known”, two cases. 


“Normal” Group. 


We accept as “normal”—apart from the patient’s exces- 
sive alcohol consumption—a person who has shown no 
obvious abnormality of conduct or behaviour, whose life 
adjustment is reasonably well balanced and who displays 
reasonable insight into his own condition. “Normality” in 
respect of alcoholism of course begs the question, for can 
we in fact regard excessive drinking as normal behaviour? 
Assessment of normality is often made retrospectively, for 
almost without exception the patients of this group have 
—- tolerably well to treatment of the simplest 
nature. 


CasE XII.—The patient, a postal clerk, aged forty-one years, 
had a happy boyhood in a Melbourne suburb and has worked 
his way up in the hierarchy of the postal department. He 
was a youngster with many active sociable interests. He 
has been a good billiards player, golfer and fisherman, and 
has also worked for several years as a bookmaker’s clerk 
in addition to his normal occupation. His marriage has been 
a childless and only partially satisfying union. He likes a 
good time socially, and all his pleasures have involved heavy 
beer drinking (up to 30 glasses daily). However, he worries 
easily and is a perfectionist, and has suffered from recurrent 
dyspepsia for many years. His drinking habits have greatly 
improved since he had a hematemesis and was advised to 
take less alcohol. 


Casp X.—The patient was born in London. His father, a 
hairdresser, was a drunkard who died when the patient was 
aged six years. He was brought up by relatives, but was 
not happy, as he missed his mother, who returned to the 
stage after her husband’s death. After a short period as 


an apprenticed french polisher he spent ten irresponsible 
years in the Royal Marines. He married a Tasmanian girl 
in 1920 and settled in Melbourne, working as a french 
polisher. She is delicate and has remained childless. The 
patient spent most of his spare time drinking in hotels and 
ex-service clubs. After closing hours he took wine home at 
night. In 1949 he had a severe hematemesis and has drunk 
only very moderately since. He worries easily, is rather a 
short-tempered man, and is probably inefficient. 


Neither of these patients was an obvious psychological 
deviant, although mild anxiety feelings were present in 
both cases. 
obvious gap in their emotional and domestic lives. 


Mentally Defective or “Subcultural” Group. 


Although patients in the second group have not been 
subjected to intelligence quotient testing, there was little 
difficulty in placing them in this category. Some of them 
were almost incapable of fending for themselves, and some 
were actually unemployable. Those who were in gainful 
employment were established only at a low level. 


CasE XXI.—The patient, aged thirty-four years, was 
unemployed. He was born in a poor home. His father, a 
labourer, and his mother have not been on speaking terms 
for several years, although they live in the same house. 
The patient had a very poor school record, leaving from a 
low grade, and later was not accepted for military service. 
He has worked as a paper boy and at a few casual labouring 
jobs, but never for very long, and now is not in regular 
employment. At school boys mocked his slowness and he 
has always felt inferior. He has been a heavy drinker since 
he was aged eighteen years, and he takes cheap wine home 
each night. He was admitted to hospital with symptoms and 
signs of wet beriberi. He is a monosyllabic witness; inherited 
mental impairment and acquired cerebral damage from 
alcoholism make his rehabilitation a seemingly hopeless 
proposition. 

CasE XI.—The patient was aged forty-eight years. His 
father was a miner and a drunkard with a savage temper. 
The patient left school at the age of thirteen years from a 
low grade, and has been a sausage-skin cleaner for thirty- 
three years. He has been a heavy drinker (along with many 
abattoir workers) for thirty years. He has married a docile 
wife and has three children. He has no interest in anything 
and is gravely illiterate. He suffers periodic attacks of 
abdominal pain and vomiting of an undiagnosed nature, 
possibly relapsing pancreatitis. 


All low-grade mental defectives are not, fortunately, 
drunkards, but many do drown their inadequacy in drink 
and their drinking is difficult to control. 


“Immature” Group. 


The patients in the third group display socially irrespon- 
sible and childish traits, demonstrate unwillingness to 
face adult responsibility, are emotionally fickle and un- 
predictable and have a delight in histrionics and self- 
dramatization. 


Case IV.—This woman, aged fifty-five years, was born in 
England. Her father was a pleasant, ineffective person and 
her mother a woman of uncertain temper. Her sketchy 
education was punctuated by frequent family moves and was 
undistinguished. Her family came to Melbourne when she 
was aged fourteen years, and she worked as her father’s 
assistant until her marriage to a friend of her sister. Her 
marriage was a failure; she had severe vaginismus and 
“went through hell’ having one stillborn baby. She and her 
husband, until their divorce in 1939, led a “smart” but 
empty social life, when the patient became a heavy drinker. 
During the war she worked as a factory hand making 
munitions. In 1949 she was found to have advanced 
Laennec’s cirrhosis. She is a self-dramatizing, untruthful 
and irresponsible person. 


CasE XXIV.—This patient, aged thirty-five years, has had a 
very unhappy upbringing. His father was a morose and 
selfish man, who was violent and rude to his wife and 
constantly belittled the abilities of his children. The patient 
grew up hating his father and feeling very unsure of his own 
ability and frightened of authority. He ran away at the age 
of fourteen years to work at various odd occupations in 
the bush, never settling long in one place and learning to 
drink heavily at an early age. At nineteen years he put 
himself through a university course, displaying great intel- 
lectual ability. He has had innumerable jobs since then as 
an industrial chemist, but has never settled down at any one. 
He feels frightened of persons in authority and becomes 
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abusive, aggressive, unmanageable and impossible to work 
with. His two marriages have been unsuccessful; in his 
second he blames his wife for falling short of his own 
excessively erotic demands. His alcoholism is episodic, 
occurring as a rule after he has left employment in a fit 
of violence, or after his frequent domestic upheavals (for 
_, ea is emotionally dependent on his mother and his 

e). 

The psychiatric manifestations of the psychological 
deviants of this “immature” type are legion, including a 
wide range of hysterical reactions and abnormalities of 
conduct. An almost universal pattern in the life histories 
of delinquents, sex perverts, hysterics—and for our present 
purposes, this type of alcoholic—is the early development 
of abnormal attitudes towards parents and society in the 
formative years of upbringing. All hysterics and delin- 
quents are not alcoholics, but for a significant number 
alcohol is an adult-acquired means of escape from difficult 
and unacceptable life situations; Case IV is an illustrative 
example of a woman in whom vaginismus and alcoholism 
are in all probability .similar mechanisms employed to 
escape reality. 

Psychoneurotic Group. 


It is questionable whether the psychoneurotic group 
should be separated from others, for is not the alcoholism 
of patients in the “immature” group essentially psycho- 
neurotic behaviour? However, it is thought that alcoholism 
in the patients of this group is somehow related to chronic 
anxiety states and other psychoneuroses that are present, 
and does not so clearly arise from the more overt 
immaturity and faulty attitude of the previous group. 


In Case X, previously quoted, the patient has persistent 
symptoms of insomnia, tension and apprehensiveness, 
relieved only during occasional alcoholic outbursts which 
have a compulsive quality. 

CasE XIX.—This young man, aged thirty years, has an 
unaggressive, unassertive personality and anxiety symptoms, 
insomnia, palpitation, hyperhidrosis, tremor and frequent 
blackouts. His parents were poor, but worthy and kind, 
and have indeed spoilt him. He has a school record of 
truancy, and his occupational and personal history is a 
sorry record of inadequacy. He is a persistently heavy 
spirit drinker and has been treated for nutritional hepatitis 
and peripheral neuritis. 

That few of our patients fall into this group may have 
some significance, suggesting that the factors which cause 
anxiety states, compulsive neuroses and the like are not 
necessarily those which are associated with chronic 
alcoholism. 

“Not Known” Group. 


It was impossible to obtain reliable enough information 
from the two patients in the “not known” group to enable 
us to place them into any of the other categories. Severe 
alcoholism had caused a mild Korsakoff syndrome in each 
case. 

Case I.—A housewife, aged sixty-one P 
psychosis. She was visited at her ill-kept, filthy, slum house. 
She was examined on two occasions in a state of tearful 
and argumentative insobriety. Apart from the fact that she 
had been married twice and that she had lived for many 
years in India and the Malay States, no trustworthy informa- 
tion was obtained. 

We are open to criticism both on the score of the tech- 
nique of investigation employed and on our actual assess- 
ment of patients. In the first place there is a considerable 
degree of overlap between one group and the other; a few 
patients could well fit in either the second or the third 
group; and in the second place the so-called “normal” group 
May well include patients on the fringe of classifiable 
abnormality—“worriers”, obsessional thinkers and mild 
eccentrics. However, this classification has proved con- 
venient if only from the point of the, ultimate management 
and prognosis of alcoholic patients. 


DISCUSSION. 


That we have found no ready answers in this social 
study of chronic alcoholism is not surprising, for the 
problem of alcoholism involves almost the whole field of 
study of both sociology and psychiatry. 


No study of alcoholism may neglect purely sociological 
considerations. The use of alcohol in a community is 
influenced by many laws, customs and beliefs. Laws 
imposed by governments may influence the total quantity 
of alcohol consumed by the population and more subtly may 
influence profoundly the whole social framework. The 
American Volstead Act of 1919 was supposed to prohibit 
the drinking of alcohol, but created such social evil that its 
repeal became a matter of urgency. How far Australia’s 
licensing laws bear any relation to the present problem 
cannot be discussed here at length. It is said that there 
are twenty times as many arrests for drunkenness annually 
in Australia as in Great Britain (The Herald, Melbourne, 
1951); early closing, therefore, by no means prevents exces- 
sive drinking, nor is late closing necessarily associated 
either with drunkenness or with chronic alcoholism, which 
are both rare in Great Britain today. 


It would be a rewarding sociological study to ascertain 
why the Australian is apparently more prone to chronic 
alcoholism than his English counterpart. Is it that the 
Englishman now drinks a more pallid beer and has no 
access to cheap wines and spirits? Is it that he looks 
upon his public house more as a sociable gathering place 
wherein to meet friends and to talk or to play dominoes, 
darts and “shove ha’penny”, than as a mere drinking 
parlour? Or is it a more subtle business altogether—does 
he feel more secure in society in general and his social 
group in particular and less in need of alcohol as a stimu- 
lant or as a means of escape? Custom certainly favours 
the traditional use of alcohol in Australia, where habits of 
gregariousness and hospitality are more part of an inherent 
pattern of social life than in Great Britain. The drinking 
pattern of a country as a whole is of some importance and 
may contribute to the individual problem. 


Is there a common and easily discernible pattern in the 
life history of a particular alcoholic? Is there a type of 
person whom we may regard as especially prone to 
alcoholism? This study suggests that there is no “common 
pattern” underlying alcoholism; in fact, there are as many 
patterns as there are chronic alcoholics. A holistic view 
of the problem has been adopted, for the evidence suggests 
that it is impossible ever to find one particular cause of 
alcoholism, and that in any one individual alcoholism is 
the product of his personality, defective in many cases, in 
relation to a variety of social and environmental influences. 


How far inherited traits are involved in this problem is 
impossible to assess. There are many instances in this 
study of “subcultural” persons who have become alcoholics. 
This group of socially incompetent members of the com- 
munity, the “lowest 5 per cent”, whose defective intelli- 
gence equips them poorly for employment and who are 
invariably associated with pauperism, vagrancy and slum- 
dom, are conventionally said to be the products of poor 
stock. What evidence is available in regard. to the inheri- 
tance of intelligence indicates that from parents of low 
intelligence a larger proportion of children of low intelli- 
gence are produced than from parents of high intelligence 
quotients. It is especially the child of low mental quality 
who is likely to be susceptible to the example of his parents 
or later occupational influences and be driven eventually to 
alcoholism. Charles Dickens has written as convincingly 
on this subject as any professional social psychologist. In 
so far as the psychoses are. inherited disorders, it is 
interesting to note that none of these alcoholics showed 
schizoid trends or evidence of affective disorder. This 
suggests that alcoholism, as an abnormality of behaviour, 
is at a much more superficial level. 


The seeds of adult attitudes and behaviour are sown in 
childhood. Although there are wide limits of normality, 
it is recognized that this is likely to evolve only from a 
background of security in the family group and the success- 
ful adjustment of the infant and child to the social environ- 
ment. It is highly significant that so many of our 
alcoholics have such poor backgrounds—their parents have 
died prematurely or have been divorced, or have been harsh 
and cruel and unmindful of their duties—as a result of 


‘which patients have matured with feelings and attitudes 
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sexual abnormality, neurotic fear, timidity, cowardice or 
resentment. Not every insecure, timid or antisocial person 
becomes an alcoholic, but these people are manifestly 
prone to alcoholism, since alcohol can so easily provide 
the means of escape. Whether they do become alcoholics 
depends on many precipitating environmental factors and 
also upon whether it is possible for them to adjust them- 
selves in society despite their abnormalities. An emotion- 
ally immature and insecure person may become a respected 
university don, like Walter Pater; but as a wharf labourer 
with a nagging wife he is more likely to become an 


alcoholic. 


It is important to stress that the 50% who were reared 
in circumstances ‘which would be universally accepted as 
unfavourable is probably a minimal figure, since our only 
criterion of unfavourability was what the patient himself 
had to tell us about his childhood. This does not take 
into account more subtle influences, of which a patient is 
quite unaware, likely to cause insecurity or inferiority, 
such as position in the family (for example, unfavourable 
comparison with other siblings) or unhappy experiences 
at school and at play. 

Moreover, the attitude of the family group to alcohol 
may have important repercussions in later life. When an 
upbringing has been unusually strict or puritanical, the 
rejection of this mode of life may be unusually excessive 
and violent, leading to alcoholism. On the other hand, the 
example that parents may give of habits of heavy drinking 
may be equally disastrous; we have several protocols of 
patients reared in a background where it was more normal 
to drink a glass of beer than a cup of tea. While this 
upbringing may not inevitably produce a chronic alcoholic, 
it not infrequently facilitates his production. 

Granted the facts of the minor and major abnormalities 
and the alcoholic proneness of a significant number of our 
patients, what circumstances in adult life have contributed 
to their alcoholism? Certain occupations are associated 
with heavy drinking—for example, barmen, wharf labourers 
and bookmakers and their clerks are often heavy drinkers. 
Nevertheless, these occupations have not formed a sig- 
nificantly large proportion among the patients studied. 
Under ordinary circumstances club life has much to com- 
mend it, but from time to time some of these organizations 
drift into disrepute with respect to alcohol. While we have 
ne desire to incriminate any particular occupation or 
organization, we have no doubt that in many of our 
predisposed patients the drinking habits of associates at 
work or during leisure have had a most unfavourable 
influence. 

The relationship of alcoholism to marriage was difficult 
to assess. The failure of many marriages was clearly due 
in some cases to an inability on the part of patients to 
adjust themselves satisfactorily to the complexities of the 
situation. Resort to alcohol in these circumstances was com- 
mon when emotional immaturity and inadequacy occurred 
in association with the absence of other emotional outlets. 
In other cases the patient himself could not be regarded 
as strictly responsible; a nagging and uncompromising 
wife converted an easy-going “five o’clock” drinker into an 
habitual toper; or the coldness of a partner or childlessness 
forced a man poorly equipped with other outlets of 
interest toward the friendliness of clubs and hotels. 

It is this lack of outlets of interest in our patients that 
seems, among other things, very significant, for if a person 
has no hobbies or pursuits with which to occupy his time 
and mind once his work is over, drinking may insidiously 
fill the gap. How much this negativism is part of a per- 
sonality pattern in alcoholics as a group and how far it is 
a contemporary sociological problem is difficult to say. 

This study of the social factors underlying alcoholism 
is in a large measure incomplete, for clearly adequate 
controls are lacking; we are unable to present information 
as to what proportion of non-alcoholic hospital patients 
were brought up in unhappy homes, or what proportion 
have made disastrous marriages, nor have we any reliable 
data on the personalities of hospital patients in general— 
these would he profitable lines of investigation in future 
studies of this nature. Nevertheless, it is considered that 


attention to the concatenation of factors involved in 
alcoholism, such as we have attempted, will prove the 
most rewarding approach to the problem. 


SuMMARY. 

1. The social and economic background of 78 chronic 
alcoholics seen in hospital practice in Melbourne has been 
studied. 

2. Thirty patients were selected from this series for more 
detailed personality study. 

3. Four patients only were of the “professional” class; 
half were in the social group of “unskilled workers”. 

4. Approximately half the patients had been brought up 
in unhappy or broken homes. 

5. Almost two-thirds of the patients studied were psycho- 
logically abnormal—emotionally immature and unstable, 
slightly mentally defective, or manifestly psychoneurotic. 

6. Only a minority of patients had achieved a satis- 
factory marriage adjustment. 

7. Apart from drinking, few patients had any active 
extra-occupational interests or hobbies. 

8. The etiology of alcoholism is a highly complex prob- 
lem which does not lend itself to generalization. Excessive 
drinking is a disorder of behaviour which occurs in 
response to a variable pattern of psychiatric, social and 
possibly occupational factors. 
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STUDIES IN CHRONIC ALCOHOLISM: III. 
LABORATORY STUDIES. 


By E. S. Finck, B. G. Date! R. A. JosKeE’ 
AND E. G. Saint. 

From the Clinical Research Unit of the Walter and 
Eliza Hall Institute of Medical Research and 
the Royal Melbourne Hospital, 
Melbourne. 


A CLINICAL and social study of 78 patients with chronic 
alcoholism has been published elsewhere in this journal 
(Joske and Turner, 1952; Saint and Mackay, 1952). In 
order to assist in the diagnosis and clinical assessment of 
these cases, studies were made of the stomach, liver and 
peripheral nerves. These included radiological, biochemical 
and histological examinations. The purpose of this com- 
munication is to review and correlate these findings. The 
results of 12 autopsies are also presented. 


Gastric Studies. 
Radiological Investigation. 

A barium meal examination was carried out upon 23 
patients. There was no abnormality in 17 cases, a gastric 
ulcer was present in three, a duodenal ulcer was present 
in two, and an esophageal diverticulum was present in one. 

Of the 17 patients with normal barium meal findings, 
nine had suffered from hematemesis and seven from per- 
sistent vomiting or upper abdominal pain of ulcer type. 


1 Aided by a grant from the National Health and Medical 
Research Council of Australia. 
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Seven of these patients had histamine-fast achlorhydria. 
Gastroscopic examination was performed in ten cases, but 
in none was ulcer or carcinoma detected, although evidence 
of gastritis was frequently observed. 

The three patients shown radiologically to have gastric 
ulcer all presented with hematemesis and melena. It is 
of interest that one of these patients had a histamine-fast 
achlorhydria, although the presence of the gastric ulcer 
was confirmed gastroscopically. 

Both patients with duodenal ulcer had hyperchlorhydria. 
One presented with hematemesis and the other was 
referred to this unit with perforation of the ulcer. 


UNITS FREE HCl 


Ficure I. 


The results of histamine test meal examinations performed in 

74 cases of chronic alcoholism, expressed as the maximum 

secretion of free hydrochloric acid after injection of 03 
milligramme of histamine phosphate. 


Biochemical Investigation. 


In 74 cases a histamine test meal examination (0°3 milli- 
gramme histamine phosphate) was performed within a 
few days of the patient’s first admission to hospital. The 
results are shown graphically in Figure I. It is seen that 
12 of the 74 patients had a maximum acidity of over 60 
units of free hydrochloric acid, while 33 had a maximum 
acidity of less than 20 units, 18 of them being found to 
have achlorhydria. Of 13 cases in which low acid values 
were found by serial test meal examinations, in nine the 
level rose to over 20 units after treatment and in four it 
remained unchanged. 


TABLE 
Results of Gastric Biopsy in 39 Cases of Chronic Alcoholism. 

Normal | 20 21 
_ Superficial gastritis . 9 15 
Superficial gastritis returning to normal... | 5 12 
Atrophic gastritis 4 6 
Gsophageal mucosa . . 1 1 


1 Abnormal gastric mucosa was found in 18 of the 39 cases studied. 


Histological Investigation. 


Fifty-five gastric biopsies were performed on 39 patients 
by means of the technique described by Wood et alii (1949). 
In only one case was any difficulty encountered—a patient 
with atrophic gastritis and cirrhosis of the liver had a 
Minor hemorrhage following the taking of the biopsy 
specimen. Specimens suitable for histological examination 
were obtained in all cases. The methods of fixation 


and staining used have been reported by Motteram (1951). 


The results are shown in Table I. The appearances 
found in the biopsy specimen were those of normal mucosa 
or superficial or atrophic gastritis as shown in Figures IV 
and V. These appearances have been described elsewhere 
(Doig and Motteram, 1950; Motteram, 1951). 


Twenty-three of the 39 patients on whom gastric biopsy 
was performed had a history of upper abdominal pain and 
discomfort, and 13 of these had an abnormal gastric 
mucosa. Eleven patients presenting with frank hema- 
temesis and without peptic ulceration were subjected to 
gastric biopsy. One had atrophic gastritis and three super- 
ficial gastritis. A biopsy on six patients without gross 
hematemesis, but with persistent occult blood in their 
feces, revealed superficial gastritis in three and atrophic 
gastritis in one. 
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CEPHALIN FLOCCUL ATION 


Ficure II. 


The results of liver function tests in chronic alcoholism. 
Serum bilirubin, alkaline phosphatase, albumin and globulin 
content are plotted against cephalin flocculation test results. 
As the cephalin flocculation test result becomes more positive, 
the bilirubin, alkaline phosphatase and globulin contents tend 
to rise and the albumin content to fall. P, phosphatase; open 
circle, bilirubin; black circle, albumin; X, globulin. 


Biochemical and Histological Correlation. 


There was a close correlation between the test meal and 
gastric biopsy findings in these cases, as has been reported 
in a larger series by Wood et alii (1949) and by Funder 
and Weiden (1952). Biopsy was performed on 12 patients 
with histamine-fast achlorhydria, and all these patients 
showed some form of gastritis. In four patients the 
achlorhydria was persistent throughout the period of obser- 
vation, and of these two were shown to have atrophic and 
two superficial gastritis. In one of these cases a later 
biopsy revealed a normal mucosa, although the achlor- 
hydria persisted. In five cases in which initial achlor- 
hydria and superficial gastritis were present, normal 
secretion of acid was observed after treatment. In four 
of these, later biopsies revealed normal gastric mucosa. 
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Hepatic Studies. 
Biochemical Investigation. 

The following biochemical estimations were made in 
order to study liver function: serum bilirubin, total serum 
protein content and albumin and globulin contents, serum 
alkaline phosphatase content (method of King and Arm- 
strong), prothrombin index and cephalin_ cholesterol 
flocculation. 

These tests were carried out within a few days of the 
patient’s admission to hospital and were frequently 
repeated at weekly intervals during the period as an in- 
patient, and at longer intervals after his discharge from 
hospital. 
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Fieure 


Correlation of biochemical and histological liver investigations. 
Liver function test results plotted against histological findings 
in cases of chronic alcoholism. As the biopsy findings become 
more abnormal, the albumin-globulin ratio tends to be 
reversed, the cephalin flocculation test result to become more 
strongly positive and the bilirubin and alkaline phosphatase 
levels to become more raised. Open circle, bilirubin, albumin 
and cephalin flocculation; black circle, alkaline phosphatase 
and globulin. 


As judged by these tests, 28 of the 78 patients had normal 
liver function when they were first admitted to hospital. 
Subsequent examination of six revealed little or no change 
over periods ranging from one to twenty months. How- 
ever, in one patient slight impairment of liver function 
became evident eighteen months after the initial examina- 
tion, as shown by a serum bilirubin content of two units 
(one milligramme), a “+” result to the cephalin flocculation 
test, and an alkaline phosphatase content of 22 units. 


In the remaining 50 cases the results of these tests were 
abnormal in some respect, and a gradation could be traced 
from nearly normal to grossly impaired liver function. 
Usually as the cephalin flocculation test result became 
more strongly positive, there was a moderate increase in 
serum bilirubin content, alkaline phosphatase content and 
serum globulin content, with a fall in the serum albumin 
content and the prothrombin index. This is shown in 
Figure II, in which the bilirubin, alkaline phosphatase, 
albumin and globulin values, where available, have been 
plotted against the cephalin flocculation. 


There are several points of interest in this figure; in 
particular it seems that while the cephalin flocculation 
test does appear to be a reliable indicator of diminished 
liver function, it is not always the first test the result 
of which becomes abnormal. Slight increase in the serum 


bilirubin content or elevation of the alkaline phosphatase 
level was observed in some cases before the cephalin 
flocculation test result became positive. 


Several disparities are obvious in the group exhibiting a 
“+” result to the cephalin flocculation test. One of these 
is a serum bilirubin content of 43 units in the case of 
an alcoholic who was diagnosed as also having infectious 
hepatitis. There are also two unusually high alkaline 
phosphatase values: 46 and 60 units. The former value 
was found in the case of a man whose alkaline phosphatase 


content was consistently of the order of 50 units over two 


years. The latter was found in the case of a woman who 
did not show an increased serum bilirubin content. This 
high alkaline phosphatase level fell to normal in ten days. 


Follow-up studies to determine progress under treatment 
were made on 29 of the 50 patients who presented with 
impaired liver function. 


It appears that a return to normal function can be 
expected in those patients whose serum originally yielded 
a negative or “+” response to the cephalin flocculation test. 
Complete recovery may take place in those whose serum 
yielded a “++” response to the cephalin flocculation test; 
but in two of our cases, after one month of treatment, 
there was still a “++” result to the cephalin flocculation 
test, although all other test results had returned to normai 
and in another a “+++” response to the cephalin floc- 
culation test was obtained after two weeks of treatment. 
However, it is rare for much improvement in the results 
of these tests to occur in the more severe cases in which 
a “+++” result to the cephalin flocculation test is obtained. 
The cephalin flocculation test result may become less 
strongly positive, and reduction in the serum bilirubin and 
alkaline phosphatase levels may occur; but none of these 
patients returned to normal liver function. They usually 
show fluctuations in the results of these tests without 
much over-all improvement. 


Histological Investigation. 


Sixty-six liver biopsies were carried out on 43 patients, 
the method of King and Perry (1948) being used. No 
difficulties or complications were encountered in obtaining 
the material for examination. Sections were made by both 
the frozen and paraffin block techniques, in order to pre- 
serve fat and bile on the one hand and to enable thinner 
and more accurate sections to be made on the other. 
Routine hematoxylin and eosin and Scharlach R staining 
was performed on the frozen material. On the paraffin- 
imbedded material hematoxylin and eosin, van Gieson’s 
stain for connective tissue and Best’s carmine stain for 
glycogen were used. 

The histological appearances were those of varying 
degrees of fatty change in parenchymal cells and varying 
degrees of fibrosis. The fibrosis was usually in the portal 
tracts, but sometimes extended outwards into the liver 
lobules. (See Figures VI, VII and VIII.) The cases have 
been divided into four arbitrary groups: normal findings, 
fatty change only, fatty change with increase of portal 
connective tissue, and increase of connective tissue only. 


The degree of the fatty change varied greatly. It was 
usually moderate, but in some biopsies it was gross. 


In all cases in which serial liver biopsies were performed 
there was a rapid and pronounced regression of the fatty 
change under treatment (Garlick and Motteram, 1949). 
However, with the reduction of fat any fibrous tissue 
remained substantially the same in amount. 


Minor amounts of fibrous tissue have been disregarded 
in the classifying of the sections. In very few cases did 
the increased connective tissue contain increased numbers 
of inflammatory cells, but when the fibrosis was pronounced 
proliferated bile ducts were also conspicuous. 

Of the 43 cases examined, in five the findings were within 
normal limits, in 14 fatty change only was found, in 22 
fatty change and increased fibrous tissue were found, and 
in two there was an increase in the fibrous tissue without 
fat. In one of the last-mentioned there was also a gross 
increase in iron pigment. It was possible to find examples 
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TABLE II. 


Clinical Features and Autopsy Findings in 12 Cases of Chronic Alcoholism. 


Patient’s | Age. 


| 


Initials. Sex. | (Years.) Clinical Features. Autopsy Findings. | Comments. 
H 
M.C. Female. | 46 Hi 1 ly with jaundice | Advanced _— cirrhosis ; distended wa 
ascites;  bronchopneumonia bowel; bronchopneumonia. | 
i and abdominal meteorism. 
V.c. Female. 52 Hepatomegaly ; _—recurrent Advanced uy cirrhosis ; broncho- | Patient lived two years after vascular 
porto-caval anastomosis pneumo: | surgery. 
with temporary benefit; terminal 
hematemesis. 
C.P. Female. | 64 Peripheral neuropathy, macrocytic | Fatty liver; bilateral pulmonary Gross malnutrition. 
\ anemia, tack paroxysmal tuberculosis; cystitis; broncho- | 
auricular cardia and pneumonia. pneumonia. | 
AH. Female. 60 Peripheral neuropathy;  cheilosis; | Fatty liver; severe infection of genito- | Gross malnutrition. 
acute hallucinosis ; severe cystitis. urinary tract. 
M.V. Female. | 64 Severe malnutrition ; conguative heart | Normal liver; gross coronary athero- | — 
j failure and terminal uremia. sclerosis ; advan arteriosclerotic | 
H nephropathy. 
P.W. Female. | 64 Peripheral neuropathy; Korsakoff | Normal liver; cerebral atrophy; | Gross malnutrition. 
syndrome ;_ terminal pulmonary edema. 
V.B. Male. | 39 Several acute wr episodes ; | Liver: fatty change with “moderate | “Death probably due to acute ) encephaal> 
| hepatomegaly ; an fi ; pallor of organs. | pathy from avitaminosis 
melena. 
H.S. Male. 46 Splenomegaly ; recurrent hematemesis | Mild portal cirrhosis; portal vein | Portal vein thrombosis diagnosed in 
' and ascites, not improved by splen- thrombosis with partial recanaliza- , life. Death probably due to acute 
| ones terminal ophthalmoplegia tion ; old healed myocardial infarct. | encephalopathy from avitaminosis B. 
} and coma. | 
A.D. Male. | 46 Epigastric pain; jaundice; laparotomy | Subacute yellow atrophy. | Probable virus infection superimposed 
Nollowed by bepatic coma. on nutritional hepatitis. 
H.W. Male. 48 Ascites ; ery congestive | Advanced portal cirrhosis; moderate | Congestive failure resistant to treatment 
heart failure generalized atherosclerosis. | th diuretics and digitalis. 
A.G, Male. 69 Hepatomegaly ; — mild con- | Advanced portal cirrhosis. } — 
gestive heart failure. | 
Hepato-splenomegaly with ascites and | Advanced portal cirrhosis. } — 


P.H. Mal. | 73 
| jaundice; hepatic coma, 
i 


of every grade of fatty change from minimal to gross 
associated with fibrosis varying also from minimal to frank 
cirrhosis. However, since all patients, when the diagnosis 
was made, received treatment, it was not possible to follow 
the development of fibrosis from simple fatty change in 
any one case. Nevertheless, the findings seem strongly to 
support the opinion of Connor (1939), that in chronic 
alcoholism with prolonged malnutrition the initial stage 
of fatty accumulation will be followed by a portal type of 
cirrhosis often indistinguishable from cirrhosis due to 
other causes. Himsworth (1947) reached similar con- 
clusions in the study of malnutrition in rats. 


Biochemicai and Histological Correlation. 


While minor degrees of fatty change were accompanied 
by little or no alteration in the biochemical test results 
when the histological picture was more severe with con- 
siderable increase of fat and fibrous tissue, the liver 
abnormality also became obvious from the biochemical test 
results. This is shown graphically in Figure III, in which 
the biochemical findings are plotted against the histological 
grouping. Conversely, under treatment biochemical nor- 
mality was reached before complete resolution of the fat. 


Peripheral Nerve Studies. 
Nerve Biopsies. 

By the use of the technique of Greenfield (1935), a 
biopsy was performed on ten patients on the terminal 
branch of the anterior tibial nerve between the first and 
second metatarsals. In three patients without peripheral 
neuritis no demyelination was observed, whereas in seven 
patients who had clinical evidence of peripheral neuritis 
the biopsy revealed extensive demyelination, up to 90% of 
the axons having lost their myelin sheaths (Figure IX). 
The amount of demyelination roughly paralleled both the 
severity of the peripheral neuritis observed clinically and 
the history of dietetic deficiency. In all cases considerable 
reduction in the signs and symptoms of peripheral neuritis 


followed treatment; but it is not known to what extent 
the demyelination is reversible. 


Autopsy Findings. 

The main clinical features and autopsy findings in the 
12 subjects, six males and six females, who came to autopsy 
are summarized in Table II. Several of these deaths were 
due to the complications of advanced portal cirrhosis 
—massive gastro-intestinal bleeding, recurrent ascites and 
“liver failure”. These patients also demonstrate the poor 
prognosis in the severe metabolic derangements associated 
with prolonged deprivation of the vitamin B group, and 
point to the necessity of vigorous therapy in cases of 
acute “alcoholic” psychosis, encephalopathies and nutri- 
tional heart disease. 


Summary and Conclusions. 


1. Radiological, biochemical and histological studies were 
made of 78 patients suffering from chronic alcoholism. 


2. The biochemical and histological changes of gastritis 
were found in a large proportion of the cases. Peptic 
ulceration was present in five. Gastritis was the most 
common cause of epigastric symptoms. This gastritis was 
sometimes reversible. 

3. Biochemical and histological evidence of nutritional 
hepatitis was frequent. This varied from fatty change, 
which was reversible, to a considerable degree of fibrosis, 
which changed little with treatment. There was a general 
correlation between the histological and biochemical find- 
ings, but abnormal histological appearances preceded bio- 
chemical change. 

4. Nerve biopsies revealed demyelination of peripheral 
nerves when peripheral neuritis was present clinically. 

5. In the 12 subjects who came to post-mortem examina- 
tion, cirrhosis and its complications, encephalopathies and 
infections were the significant features. 

6. It is suggested. that the changes observed are due to 
malnutrition and its sequele. 
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Legends to Illustrations. 


Ficurs IV.—Gastric biopsy, showing mild superficial gastritis 
in a case of chronic alcoholism and malnutrition. Histamine 
test meal result, achlorhydria. There is little change of 
anatomical structure, but appreciable inflammatory infiltration 
of the lamina propria in its superficial portion. (Hematoxylin 
and eosin stain, x 130.) 


Figure V.—More severe gastritis in a female alcoholic. Test 
meal result, achlorhydria. (With treatment there was resolu- 
tion and return of acid.) The infiltration is more pronounced, 
the surface epithelium is irregular, the glandular tubules are 
more tortuous and reduced in amount. The acid and pepsinogen 
cells stained very poorly with the specific trichrome stain. 
(Hematoxylin and eosin stain, x 130.) 


Ficurs VI.—Liver biopsy from a female alcoholic, aged 
fifty-seven years, who had six hematemeses. Serum bilirubin 
content, two units. Cephalin flocculation test result, ‘+’. 
Biopsy reveals gross fatty change without fibrosis. (Hzema- 
toxylin and eosin stain, x 100.) 


Figure VII.—A “repeat” biopsy from the same case as 
Figure VI after eight weeks of treatment. Very considerable 
reduction in the amount of fat present. Biochemical test 
results now normal, although some fat still present. (Hema- 
toxylin and eosin stain, x 100.) 


Figure VIII.—Liver biopsy in chronic alcoholism and mal- 
nutrition of long standing. Advanced fibrosis, proliferated bile 
ducts and fatty change in the remaining parenchymal cells, 
Serum bilirubin content 2 units, alkaline phosphatase content 
39 units, cephalin flocculation test result “++”, serum albumin 
content 1:9 grammes, globulin content 3-3 grammes. (Hema- 
toxylin and eosin stain, x 100.) 


Ficurs IX.—Demyelination in a branch of the anterior tibial 
nerve occurring in an alcoholic. Less than one myelin sheath 
in ten stains the normal black colour with osmic acid. (Osmic 
acid stain, x 550.) 


STUDIES IN CHRONIC ALCOHOLISM: IV. 
TREATMENT AND MANAGEMENT. 


By E. G. Saint, R. A. JosKe,? M. A. Mackay*® 
AND C. N. TURNER? 


From the Clinical Research Unit of the Walter and 
Eliza Hall Institute of Medical Research and 
the Royal Melbourne Hospital, 
Melbourne. 


THE ultimate purpose underlying the treatment of the 
alcoholic patient is to save life by curing the serious 
clinical complications, and to prolong life by making him 
drink less. It is clear that if treatment is to be at all 
successful, this type of patient must be subjected to cease- 
less vigilance both in hospital ab initio and at subsequent 
visits to an out-patient clinic. 


Initial Hospital Treatment. 


Most patients suffering from chronic alcoholism first 
come under medical care because of organic disease 
commonly due to malnutrition. As it is of the utmost ~ 
importance that these malnutritional states and other con- 
ditions complicating alcoholism should be adequately 
treated, it has been our practice to admit all such patients 
to hospital. Hospital admission is also of value in other 
ways: it impresses upon the patient that he is suffering 
from an illness that is amenable to treatment, and the 
period under observation provides the opportunity for 
instituting procedures designed to make him drink less 
— it is, for example, at this time that “Antabuse” (tetra- 
ethylthiuramdisulphide) therapy may be commenced. 


The details of treatment vary from patient to patient, 
and for convenience of description they have been con- 
sidered in terms of individual systems and organs. It 
must be emphasized, however, that it is impossible to lay 
down any strict régime; only general principles can be 
stated which may be adapted to the needs of individual 
patients. 


General Measures. 


The alcohol consumption of most patients prior to their 
admission to hospital has been high and they are frequently 
in a state of considerable mental agitation. Until this 
subsides bed rest and barbiturate sedation is indicated. 
It may be necessary to use paraldehyde rectally or intra- 
muscularly. Acute episodes of delirium tremens during 
this period of withdrawal are not uncommon, and these 
patients should be treated in psychiatric wards where the 
appropriate nursing facilities are available. Heavy sedation 
with paraldehyde given intramuscularly is usually effec- 
tive; nicotinic acid and thiamine should also be adminis- 
tered intravenously in large doses. 


Almost without exception patients with chronic alcohol- 
ism have had inadequate diets prior to their admission to 
hospital, and the keystone of treatment is therefore dietetic. 
In general the patient must be given a well-balanced and 
nutritious hospital diet containing generous amounts of 
protein and vitamins, especially those of the B complex. 
Oral supplements of vitamin concentrates are also given. 


Nutritional Hepatitis. 


The physical signs of nutritional hepatitis, notably 
hepatic enlargement or mild jaundice, are an indication 
for the administration of foods rich in lipotropic factors. 
In addition to the normal ward diet, which should contain 
at least 80 grammes of protein, a daily supplement of one 
pint of fortified milk mixture—one pint of milk, to which 
are added four ounces of skimmed milk powder, one ounce 
of lactose, vitamin supplement (“Aktavite’) and flavouring 
—should be given. This régime provides 140 grammes of 
protein and is considered to supply adequate daily amounts 
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of choline and methionine. Although some of the earlier 
patients in this series received oral choline supplements 
(12 grammes per day in divided doses), there is no 
evidence that the disappearance of fat from the liver was 
actually hastened. 

Despite the excessive amount of fat in the liver cells in 
cases of nutritional hepatitis, it has not been found neces- 
sary to restrict the amount of fat in the diet, provided 
patients receive an adequate intake of protein and vita- 
mins; a “fat-free” diet is, in fact, unnecessary. Frequently 
the patient may be nauseated by fatty foods and may 
voluntarily restrict his fat intake, but the amount of fat 
he eats may be left entirely to his own discretion. 


Cirrhosis of the Liver. 


It is conventional to give a gloomy prognosis to patients 
with established cirrhosis; but it is, in fact, possible to 
maintain patients in reasonable health for some years even 
after the development of jaundice and ascites. Frequently 
these patients have been admitted to hospital in a state 
of incipient hepatic failure, and good results have been 
obtained by vigorous parenteral alimentation and by the 
use of the intragastric drip. Hepatic failure may arise 
ab initio, or may develop after massive gastro-intestinal 
hemorrhage, after some complicating infection, or after 
paracentesis abdominis for massive ascites. After observing 
several patients lapse promptly into coma following 
abdominal tapping, we prefer to withdraw fluid only if it 
causes respiratory distress or severe discomfort. Our 
present technique is to insert a polythene tube of one milli- 
metre internal diameter into the peritoneal cavity through 
the usual paracentesis needle under local anesthesia, and 
to allow ascitic fluid to be drawn off very slowly over a 
period of seventy-two hours or more. This type of tube 
does not appear to cause any appreciable local tissue 
reaction. 

When patients are drowsy or not cooperative, intravenous 
alimentation is indicated. Four litres of fluid may be 
administered daily by this route. Most of these patients 
are anemic to some extent—indeed, the coma may have 
been precipitated by an actual gastro-intestinal hzemor- 
rhage—and blood transfusion may be necessary. Once 
anemia has been corrected, our technique has been to 
administer daily two litres of glucose (10%) in distilled 
water, one litre of serum, and one litre of glucose 
(5%) in normal saline. In the presence of ascites the 
administration of larger quantities of normal saline is 
of course contraindicated. In view of the low serum 
albumin level in these patients with advanced liver disease, 
we have also used protein hydrolysates with good effect; 
“Parenamine” has been the preparation of choice. This 
preparation is interchangeable with human serum. Salt- 
poor albumin is possibly the ideal protein preparation to 
employ parenterally, but is not readily available in this 
country. In addition to the foregoing standard régime, 
liver extract (10 millilitres of “Campolon”) is given intra- 
muscularly twice weekly, and soluble vitamin K (50 milli- 
grammes), thiamine (100 milligrammes) and ascorbic acid 
(100 milligrammes) are given daily by the intramuscular 
or intravenous route. 


As soon as the patient shows signs of improvement and 
becomes cooperative, adequate intake of protein and other 
essential foodstuffs is best assured by means of an intra- 
gastric drip administration through a Rehfuss tube passed 
intranasally into the stomach. Skimmed-milk powder is 
particularly useful for this purpose; 25 ounces of this 
powder are dissolved in five pints of water, and with the 
addition of 12 ounces of sugar and vitamins the mixture 
supplies 250 grammes of protein and 4000 Calories. Five 
pints may be given comfortably over a twenty-four hour 
period. The advantages of this mixture are: (a) it can 
be boiled or pasteurized after preparation; (b) it flows 


freely without blocking the tube; (c) it is both economical 
and easily prepared. 
Once the patient becomes fullly cooperative he may be 


given the type of diet described above. Since ascites and 
edema are almost invariably present, sodium intake is 


severely restricted and mercurial diuretics are given twice 


a week. It is likely that the newer ion-exchange resins 
will aid greatly in the treatment of cirrhosis and ascites. 
An interesting, and so far unexplained, observation that 
has been made in several cases of severe liver disease is 
the presence of latent tetany associated with low serum 
calcium levels. These symptoms disappeared’ promptly 
after the oral or intravenous administration of calcium 
gluconate. 
Peptic Ulcer and Gastritis. 

Many patients presented with symptoms attributable to 
peptic ulceration or gastritis. They were treated con- 
ventionally with bed rest,. mild sedation, alkaline powders 
and an ulcer diet. If the ulcer type of pain was intractable 
and was not relieved by belladonna, an intragastric drip 
administration of milk was employed, as has been our 
practice with other cases of peptic ulcer. 


Hematemesis. 


Hematemesis occurring in a known alcoholic may be a 
difficult problem, for the cause of the bleeding may be an 
esophageal varix, a chronic peptic ulcer, or gastritis, and 
it may be difficult to make a differential diagnosis on 
clinical grounds alone. When gross hepato-splenomegaly is 
present, the diagnosis of portal hypertension is easily made, 
and the source of bleeding is probably the esophagus. But 
when the only physical sign is a centimetre of liver enlarge- 
ment below the right costal margin, the physician is in a 
quandary. It is important that the surgeon should be 
brought into consultation at an early stage, for if a further 
hemorrhage occurs, laparotomy and subtotal gastrectomy 
may be indicated as an emergency procedure. In fact, it 
has been our experience that hematemesis in chronic alco- 
holics is as likely to originate from acute or chronic gastric 
and duodenal lesions as from the vascular manifestations 
of portal hypertension (Joske and Turner, 1962). 

In the treatment of hematemesis, morphine in full doses 
is given. Blood transfusion is indicated if the patient is 
suffering from shock or seriously anemic, or if he has had 
more than a single hemorrhage. Early feeding is desir- 
able, for the hematemesis may occur after a prolonged 
period of malnutrition and may precipitate liver failure. 


The diet is rapidly built up as soon as the hemorrhage 
ceases. We have aimed to have these patients on a diet 
containing a full complement of protein within one week. 
Supplementary doses of iron are given orally if tolerated 
well (ferrous sulphate, three grammes three times daily) ; 
but colloidal iron may conveniently be administered 
intravenously. 


Vitamin B Deficiencies. 


In addition to the basic dietetic regimen given io all 
alcoholic patients, those with neuropathies receive large 
supplementary doses of the vitamin B complex. Since a 
mixed deficiency is probably present, there is no particular 
advantage in giving one or other vitamin parenterally, 
and we have prescribed a standard hospital tablet con- 
taining 50 milligrammes of thiamine, five milligrammes of 
riboflavine, 75 milligrammes of ascorbic acid and 50 milli- 
grammes of nicotinic acid. Until improvement is shown, 
patients with severe peripheral neuropathy are confined to 
bed, if necessary with light splinting to prevent foot drop 
and other deformities, and with a blanket cage to alleviate 
the intense muscular tenderness which may be present. 
Recovery may be slow, and the aid of the physiotherapist 
should be invoked at an early stage to treat the ataxia 
which may be most severe. 

Pellagrous lesions respond dramatically to the intra- 
venous administration of 50 milligrammes of nicotinic 
acid in saline. Thereafter improvement is maintained on 
supplementary oral therapy. 

The cardiac manifestations of beriberi respond rapidly 
to large repeated intravenous doses of vitamin B, (50 to 
100 milligrammes). Indeed, the rapid subsidence of cardiac 
enlargement in response to this treatment is diagnostic of 
the condition. A diet poor in sodium is indicated, and 
mercurial diuretics are used to dispel the edema. Digitalis 
is rarely necessary. The secondary circulatory manifes- 
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tations and abnormal electrocardiographic patterns revert 
to normal very rapidly; if they do not, one should suspect 
other causes of cardiac failure, such as ischemic or thyro- 
toxic heart disease. 

The improvement shown by alcoholic patients after 
hospital treatment is usually dramatic; the jaundice may 
clear, the ascites disappear, the hesitant gait may become 
firm, the fatty liver may palpably shrink, and a new sense 
of well-being may be experienced by patients who have 
been severely ill. Even mildly alcoholic patients soon 
appreciate how ill they have been after a short period 
of adequate feeding. It is important to stress that nearly 
every alcoholic is suffering from some degree of malnutri- 
tion, and that hospital in-patient treatment is the only way 
of ensuring a return to a normal nutritional status. 


Follow-up Treatment. 


The responsibility of a physician towards patients with 
the physical complications of chronic alcoholism does not 
end with their discharge from hospital. If he fails to 
impress upon his patients the urgency of reducing their 
alcohol consumption, relapse is almost inevitable. As 
chronic alcoholic patients are regarded only too frequently 
with impatience or revulsion, it is desirable that they 
should be followed up and studied by a clinic with some 
special interest in this problem. 

While the patient is under treatment in hospital he 
should be left in no doubt that his symptoms are entirely 
due to excessive drinking and associated malnutrition, and 
that his general health can improve only if he is prepared 
to modify his drinking habits. The direct approach to the 
patient must be more than casual; it must be uncom- 
promising and forthright. In fact, many patients continue 
to deny their alcoholism, and many more cannot accept 
the implications of this explanation of their symptoms. 
Nevertheless, experience clearly demonstrates that unless 
cooperation is obtained from the patient at this initial 
stage, treatment is in the end profitless. 

In our out-patient clinic we have tried to maintain our 
patients in a good state of health and have at least 
attempted to effect some measure of social and economic 
rehabilitation. The results of treatment over a period of 
four years are shown in Table I. 

It is presumed that the drinking habits of the untraced 
patients have remained unmodified; and it is known that 
patients. showing “no improvement” drink as heavily and 
are as neglectful of themselves as ever before. The 
remaining patients ate more and drank less and are 
regarded as “therapeutic successes”. But it is a measure 
of the difficulty of the problem that of the 78 patients 
treated, none have actually ceased to drink alcohol entirely. 
This is a frankly disappointing result, which may be due 
in part to our inexperience. We are convinced, however, 
that it is mainly an indication of the intractability of the 
problem of handling the chronic alcoholic, in whom an 
inborn inferiority in intelligence and character has been 
accentuated by long-continued indulgence. 


The maintenance of a “good state of health” in an 
alcoholic depends as much on his dietary status as on his 
drinking habits; and while it is difficult to alter the latter, 
it may be possible, with some perseverance, to improve the 
former. The eating habits of heavy drinkers are remark- 
ably uniform—little or no breakfast, a negligible “snack” 
luncheon and a poor meal at night. Quite apart from 
other modes of attack, we have insisted that patients eat 
a proper breakfast, take time off for a proper luncheon, 
and have a substantial evening meal. Most of the “some- 
what improved” patients in Table I are in this category; 
they have continued to drink, but their health has improved 
by virtue of their appreciation of the benefits derived from 
an adequate and well-balanced diet. 

The “social and economic rehabilitation” of the patient 
is, of course, the crux of the problem of chronic alcoholism. 
The unfolding pattern in a large number of cases is a 
gradual descent in the social scale, an inability to cope 
with life’s problems, evasion of personal responsibilities, 
increasing ill health and increasing alcoholic consumption, 
terminating in physical or mental disability and social 


disablement. How is it possible to interrupt this downward 
trend? 

In managing chronic alcoholic patients it is necessary 
to alter a whole way of life; but the physician would be 
presumptuous to advise on this before he is in possession 
of all the relevant facts. In a previous paper (Saint and 
Mackay, 1952) we have underlined the obvious truism that 
a constellation of psychiatric and environmental factors 
operates in individual cases. Therefore, as a prelude to 
planned therapy, it is more important to know why the 
patient drinks than that he does drink, and this question 


TABLE I. 
Results of Treatment of 78 Patients with Chronic Alcoholism, 1947 to 1950, 

Results of 

Treatment. Males. Females. Total. 
Somewhat improved io 19 5 24 
Unimproved 17 24 
Died 12 9 21 
Untraced .. 3° 1 9 


| 


may be answered only by detailed knowledge of his child- 
hood background and of his adjustments in the domestic 
and occupational milieu. His insecurity, inadequacy, 
anxiety, frustration, hostility—-whatever faulty attitude 
may be present—must be laid bare. His emotional attitude 
to members of his family must be known. A knowledge 
of what have been his hobbies or secret ambitions may 
act as a guide to advice on future behaviour. 

Once the physician is in possession of these relevant 
facts, it is then possible to plan long-term treatment. Some 
patients will respond to simple discussion of their problem; 
some patients will possibly be helped by “Antabuse” 


' therapy; others will derive benefit from association with 


“Alcoholics Anonymous”; and some will clearly be hopeless 
problems from the outset, for whom it will be possible 
only to stave off inevitable dissolution. There is no short 
cut to the treatment of the chronic alcoholic—no way, that 
is, of avoiding a basic comprehensive study of his per- 
sonality in relation to his environment. 

Our conservative estimate was that at least 50% of 
chronic alcoholics were psychological deviants, and our 
experience has been that success in management is 
inversely proportional to the degree of deviation from a 
psychological norm, as one would confidently expect. 
Patients who drank heavily out of apparent boredom or 
in relation to their occupation responded to simple explana- 
tion; and when alcoholism was related to mild anxiety 
symptoms, superficial psychotherapy was of a lasting 
benefit. But deep-seated emotional tension or compulsive 
behaviour is less amenable to this superficial approach, 
and it is difficult to say how patients with these neuroses 
should be managed. It is conceivable that they will respond 
only to physical methods of treatment, such as convulsive 
therapy or even leucotoniy. 

The proneness of emotionally immature and unstable 
persons to alcoholism has been stressed. It would perhaps 
be easier to expect a leopard to change his spots than to 
hope for mature and rational behaviour in these patients. 
Progress can be maintained only by gaining the patient’s 
full confidence—in fact, by encouraging a temporary 
attitude of dependence on the physician—and by discussing 
every emotional problem and situation that arises. After 
frequent interviews and the exercise of unlimited patience 
it is possible to get these patients to stand on their own 
feet a little, and we have found that for this type of 
alcoholic “Antabuse” may be a useful therapeutic adjunct 
to the physician in his role as sympathetic “mentor”. 

The most difficult deviant to manage is the “subcultural” 
alcoholic—in common parlance, the “no-hoper”’. Such 
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patients are so mentally dull and so firmly entrenched in 
their alcoholic groove that no form of approach reaps any 
reward. They are frequently admitted to general hospitals 
with recurrent episodes of peripheral neuritis and hepatitis 
or to mental hospitals with alcoholic psychoses. In between 
admissions they are lost to follow-up care; many, of course, 
are well known to the police. A society jealous of its 
freedom tolerates the compulsory incarceration only of its 
criminals and lunatics; but a case can also be made out for 
the commitment of this type of chronic alcoholic to an 
institution. At present the law adopts an essentially 
negative attitude to the apparently incurable alcoholic; he 
is constrained to enter a mental hospital only when he is 
suffering from an acute psychosis, and he is discharged 
when he recovers. This parlous state of affairs may go on 
indefinitely or until such a time as the patient dies or 
mental changes become irreversible. What is surely needed 
ig an institution situated outside city limits which offers 
opportunities for productive work—farming, dairying, 
market-gardening, sewing, laundering, domestic house- 
work—where, in fact, under enlightened guidance an air 
of hope prevails. It would be a nice problem for a statis- 
tician to decide whether it is more wasteful of public 
funds to put incurable alcoholics to useful employment in 
this manner or to continue financing repeated and usually 
fruitless admissions to public hospitals as we do at present. 
Of the 78 patients we have studied, we consider that 30 
would have benefited by admission to the type of institution 
we envisage. Our clinic is only one of several at the 
Royal Melbourne Hospital, and this hospital is only one of 
four in this large city, and to these numbers it is possible 
that the police also could add. We consider that this 
problem of the institutional care of chronic alcoholics 
merits the thoughtful attention of all medical practitioners, 
legal experts and public-spirited citizens. 


The relatives of an alcoholic are as important a part 
of the picture as the patient himself, for the attitude 
adopted by wife or husband, parents or close relatives may 
have an important bearing on the patient’s drinking habits, 
and it is just as necessary to consult them from time to 
time as it is to see the patient frequently. Hostile attitudes 
to a patient’s drinking are natural and excusable, but 
should be modified to one of understanding; on the other 
hand, it is just as common to find that an over-indulgent 
attitude towards a patient obviates all the hardening of 
resolution that may be achieved in the out-patient clinic. 


The greatest difficulty an alcoholic patient under treat- 
ment experiences is in what might be described in his 
own language as “filling in the gap”. In avoiding former 
haunts and drinking companions he finds himself acutely 
bored and unhappy, and since a common facet of the pat- 
tern of a chronic alcoholic is a poverty of self-expression 
and fulfilment, it is often impossible to canalize a patient’s 
interests into emotionally satisfying channels. If any active 
hobbies or interests have lain dormant for years, this is 
the time for their encouragement; and this is the time 
also when he should be seen most frequently by his 
physician. 

The strength of “Alcoholics Anonymous” lies in their 
understanding of the psychology of the alcoholic, and in 
this respect the organization has established a very legiti- 
mate claim to the attentions of the medical profession. 
Public confession of weakness may be of some benefit to 
many patients, who may also acquire a measure of con- 
fidence from membership in a new social group. Of six of 
our patients who joined “Alcoholics Anonymous”, only one 
continues to attend meetings from time to time; the 
remaining five patients were unwilling to continue member- 
ship and were not helped in any way by the organization. 
It is clear that only a proportion of alcohol addicts will do 
well with “Alcoholics Anonymous”, but it is impossible to 
say to which psychological or social category they will 
belong. 

In 1948 Hald and Jacobsen introduced the drug tetra- 
ethylthiuramdisulphide, “Antabuse”, which has the effect 
of blocking oxidation of ethyl alcohol, causing accumula- 
tion of mildly toxic amounts of acetaldehyde. A patient 
receiving “Antabuse” develops alarming symptoms and 


signs when given alcohol. The knowledge of these symp- 
toms may act as a powerful deterrent to drinking and as a 
sort of inhibitory conditioned reflex. “Antabuse” is 
administered only with a patient’s full consent and coopera- 
tion, and provocative test reactions are undertaken only in 
hospital. After an initial dose of three grammes, “Ant- 
abuse” patients are maintained on 0-5 to 1:0 gramme each 
day. While the patient is in hospital he is given test 
doses on separate days of the form of alcohol to which he 
is normally accustomed. The fall in blood pressure in the 
provocative reaction of alcohol may be most precipitous 
and has been known to cause an attack of acute coronary 
ischemia (Macklin et alii, 1951); “Antabuse” is therefore 
contraindicated in the presence of cardio-vascular or renal 
disease. Hurley (1950) has shown that the drug may be 
given with safety in the presence of mild or moderate 
liver disease. Occasionally therapy is complicated by acute 
psychotic episodes (Bennett et alii, 1951). 


Although reports in the literature suggest that “Ant- 
abuse” may be a valuable drug for many patients who 
sincerely wish to be cured of their alcoholism, our own 
experience has been far from satisfactory. Of 12 patients 
who have been introduced to the drug, only two have con- 
tinued with its use, and in both cases frequent relapses 
have occurred. Analysis of these patients shows that 
failure has been due to lack of cooperation of the patient 
and insufficient supervision of administration. Important 
pre-requisites for “Antabuse” therapy are the following: 
(i) the sincere desire to attain the goal of abstinence; 
(ii) the possession of unimpaired intelligence in order to 
appreciate the rationale of therapy; (iii) close supervision 
on the part of medical attendants. If these prerequisites 
are not present, the patient will certainly relapse; but if 
they are present there is every likelihood that patients 
will do well in any case. Many optimistic claims have been 
made on behalf of the efficacy of “Antabuse”, but it is con- 
ceivable that the close supervision of intelligent, coopera- 
tive patients by physicians with wide experience in the 
handling of alcohol addicts is the really important factor 
in obtaining good results; it is certainly important to 
realize that the use of “Antabuse” in no way absolves the 
physician from his wider responsibilities in guiding the 
patient’s conduct and activities in the manner discussed 
earlier in. this communication. 


From the foregoing discussion it should be apparent that 
to be successful the treatment of chronic alcoholism involves 
planned teamwork, in which the physician and psychiatrist, 
the dietitian and the social worker play integral parts. 
Few out-patient clinics enjoy the benefits of this integrated 
organization, and the important question is raised: how 
may the management and treatment of this type of patient 
be raised to the highest level of efficiency in the present 
framework of medical practice? Our experience qualifies 
us to speak only of patients presenting for treatment at a 
voluntary hospital. In so far as this problem of chronic 
alcoholism is partly a sociological one, it is thought that 
departments of health might profitably give the subject 
their attention. At voluntary hospitals it would probably 
be wiser, and ultimately more economical, to run a special 
clinic for alcoholic patients, staffed by physicians and 
psychiatrists, together with social workers and dietitians. 
The situation is analogous to that of the management of 
diabetes mellitus, in which it is recognized that the greatest 
efficiency is promoted by the concentration of patients in 
a@ specialized clinic. It is essential that an “alcoholic 
clinic” should have access to hospital beds; but clearly 
this does not necessarily imply that more beds should be 
made available, because patients with chronic alcoholism 
are at present scattered throughout the general medical 
and psychiatric wards. The patients handled in this 
alcoholic clinic would be derived from the usual sources— 
from general practitioners, from the casualty department 
of the hospital or from other in-patient clinics. Our experi- 
ence has made it clear that the problem of chronic 
alcoholism is quite an urgent one, that it is not always 
handied wisely, and that of illnesses encountered in hos- 
pital practice it requires the greatest degree of specialized 


attention. 
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There remains to discuss, finally, the problem of the 
prevention of alcohol addiction. We have seen that many 
alcoholic patients are psychological deviants, many being 
inadequate, maladjusted, low-grade mental defectives. It 
follows that all those who have close contact with children 
should not only recognize mental retardation and behaviour 
disorders when they see them, but should recommend that 
appropriate action be taken. There is no difficulty in recog- 
nizing grossly mentally backward children; but frequently 
children with minor grades of mental defectiveness slip 
through the net. These children derive no benefit from 
ordinary primary education, and unfavourable comparison 
with fellow scholars is likely to cause feelings of 
inadequacy. It would seem profitable to segregate this type 
of child in special classes where the accent is rather on 
vocational teaching designed to equip him with a useful 
means of livelihood. The “problem child”, by virtue of 
his instability, is also a potential alcoholic, and there is 
ample evidence that child guidance clinics are performing 
@ most useful function in the treatment of childhood 
neuroses and behaviour disorders; the only causes for dis- 
satisfaction are that the sterling work of these clinics is 
not widely publicized and that, in Australia at least, 
there are not enough of them to cover the needs of the 
population. 


The work of psychiatrists and sociologists has made it 
abundantly clear that delinquency and also alcoholism are 
manifestations of abnormal adolescent adjustment. Aggres- 
sive behaviour and antisocial attitudes develop commonly 
in youths deprived of parental affection and guidance, and 
it is fashionable to lay much of the blame on the dissolu- 
tion of the family group, the unsettling effects of war and 
the decline of strong religious influences. It should be 
recognized that there are numbers of adolescent youths 
with unfavourable backgrounds who require helpful guid- 
ance and for whom the healthy sporting and social 
activities undertaken by well-run boys’ clubs would be 
invaluable aids in training for good citizenship. 


In later life the problem of the prevention of alcoholism 
is largely the recognition by medical practitioners of sus- 
picious clinical patterns, many of which have been 
described in the first of this series of communications 
(Joske and Turner, 1952). In particular, alcoholism must 
be suspected in unexplained peripheral neuritis, enlarge- 
ment of the liver, hematemesis, dyspepsia or gout. The 
general practitioner is more likely to come closer to the 
problem than the consultant or hospital physician, for he 
may have the opportunity of detecting alcoholism in its 
earliest stages, before addiction is complicated by mental, 
physical or social disablement, and it should be his duty 
to broach the subject with his patient. Doctors are often 
chary of discussing these matters, in the belief that to 
do so is an unwarranted intrusion on their patient’s private 
life. This is surely a mistaken view; the appreciation 
of the natural history of alcohol addiction should dispel 
these false ethical scruples. It is time we ceased to look 
upon alcoholism with the unseeing eye of distaste; rather 
should we apply the same clarity of thought and thorough- 
ness of treatment as we do to any other problem in 
medicine. 


In this discussion on the management of chronic 
alcoholism it may be alleged that the case has been over- 
stated. It is our sincere belief that it has been under- 
stated, for in addition to the 78 patients studied by a fairly 
small unit of only one of Melbourne’s teaching hospitals, 
there were many other patients studied in the unit during 
the same period in whom alcoholism was suspected but 
never proved. Perhaps the result of a survey of all 
medical and psychiatric in-patients at this hospital on 
October 2, 1951, puts the incidence in its right perspective 
and serves as a measure of the importance of alcoholism 
as a cause of ill health; there was clear evidence that 
excessive alcohol consumption was the direct cause of 
illness in no less than 7-7% of these 222 patients. It is 
well recognized that psychotic illness due to alcohol addic- 


tion is responsible for an even higher proportion of 
in-patient admissions to our mental hospitals. 


Summary. 


1. It is not widely recognized that chronic alcoholism is 
a very common cause of physical and mental disablement 
encountered in contemporary hospital practice. Experi- 
ence in the management of 78 patients with chronic 
alcoholism has indicated that the long-term results of 
treatment are far from satisfactory. 


2. Patients with alcoholism should always be admitted 
to hospital in the first instance. Even in comparatively 
mild cases some form of nutritional deficiency exists which 
responds to dietary treatment. 


3. Excellent results have been obtained in the treat- 
ment of nutritional hepatitis, gastritis and peripheral 
neuropathy with good diets and appropriate vitamin 
supplements. 


4. Jaundice, recurrent ascites and massive gastro- 
intestinal hemorrhage are undoubtedly events of grave 
prognostic significance; but satisfactory results have been 
obtained in the treatment of incipient liver failure by 
intravenous alimentation with 10% glucose solution, serum 
and protein hydrolysates, and by intragastric feeding. 


5. The importance of maintaining good nutrition in 
alcoholic patients is stressed; even if they continue drink- 
ing, an adequate and balanced diet is sufficient to prevent 
deterioration. 


6. In follow-up management full cognizance must be 
taken of the patient’s social and occupational background. 
Since so many alcoholics are frank psychological deviants, 
the psychiatrist should play a prominent part in their 
management. 


7. Chronic alcoholism is a sufficiently common and urgent 
problem to warrant some degree of specialization. An 
alcoholic clinic at each large teaching hospital, staffed by 
physicians, psychiatrists, dietitians and social workers, 
would be most appropriately equipped to handle the follow- 
up management of patients with chronic alcoholism. 


8. For the group of apparently incurable alcohol addicts 
institutional care is recommended. It is recognized that 
existing facilities are inadequate, and a more enlightened 
approach to the problem is urged. 


9. Experience with “Antabuse” has been, on the whole, 
disappointing; but some patients whose sincerity is beyond 
question have derived great benefit from the drug. Treat- 
ment with “Antabuse” should commence in hospital, where 
test reactions to alcohol can be observed. 
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LIVER BIOPSY: SOME OBSERVATIONS ON ITS 
VALUE IN DIAGNOSIS. 


By T. H. Hurtey, M.D., M.R.A.C.P., 


Medical Registrar, Royal Melbourne Hospital, 
Melbourne. 


Tuk diagnostic value of aspiration liver biopsy and the 
indications for this procedure have been described in detail 
by King and Perry (1948) and by Parsons, Garlick and 
Motteram (1948). In these two papers the results of the 
first 144 liver biopsies performed in the Clinical Research 
Unit of the Walter and Eliza Hall Institute of Medical 
Research and the Royal Melbourne Hospital were reviewed. 
In a further series of 108 aspiration liver biopsies per- 
formed on 93 patients during the past two years by 
myself, five cases of particular interest were encountered, 
and by reporting these it is hoped to indicate some 
additional aspects of the diagnostic value of this pro- 
cedure. 

In all these five cases considerable enlargement of the 
liver was a feature, and aspiration liver biopsy was of 
value in establishing or confirming the cause of this 
enlargement. 

The technique used to obtain the biopsy was similar to 
that described by King and Perry (1948). The prothrombin 
index was determined, and vitamin K was given parenter- 
ally before biopsy. A plain X-ray film of the liver area 
was taken immediately before each biopsy to exclude the 
presence of bowel in the path of the biopsy needle. Local 
anesthesia with 2% procaine solution and a “Franseen” 
needle attached to a Luer-Lok syringe were used to obtain 
the liver fragment. The material obtained was stained in 
the laboratories of the Clinical Research Unit by the 
methods described by King and Perry (1948). 

If the patients were very anemic, or if the parenteral 
administration of vitamin K failed to raise their pro- 
thrombin index to a satisfactory level before biopsy, a 
transfusion of fresh blood was given immediately prior to 
and during the biopsy procedure. 

The post-operative management was similar to that 
described in the previous series. The only complication 
encountered was some local discomfort after biopsy in a 
few cases. There were no fatalities. 


Reports of Cases. 


Casgz I.—C.M., a female patient, aged twenty-seven years, 
was admitted to the Royal Melbourne Hospital on November 
9, 1950. She complained of vague ill health since the birth 
of her second child two weeks previously. When she was 
six months pregnant her obstetrician had suspected that 
she had ascites as well as being pregnant. During the 
twenty-eighth week of pregnancy she was admitted to hos- 
pital with threatened premature labour. She developed 
signs of right basal pneumonia, but this responded satis- 
factorily to penicillin and sulphonamide therapy, and she 
was discharged home. Two weeks prior to her admission 
to the Royal Melbourne Hospital she was delivered unevent- 
fully of a live, healthy child. After delivery an enlarged 
liver and spleen were detected and the presence of ascites 
was confirmed. She developed a dry, unproductive cough, 
and fever which failed to respond to penicillin and sulphon- 
amide therapy. 

On her admission to hospital she was very ill, pale and 
wasted (Figure I). Her temperature was 99° F., her pulse 
rate was 108 per minute, and her respirations numbered 20 
per minute. Apart from slight dulness of the percussion 
note at both lung bases, significant abnormal findings were 
confined to her abdomen. She had no abdominal tender- 
hess or rigidity, but signs of moderate ascites were present. 
The liver edge was firm, regular and a little tender, extend- 
ing six centimetres below the right costal margin. The 
splenic edge was firm and palpable five centimetres below 
the left costal margin. A subinvoluted uterus was palpable 
suprapubically. 

In hospital her temperature was persistently elevated, 
ranging from 100° F. in the mornings to 101° to 103° F. in 
the evenings. Two days after her admission to hospital 
paracentesis abdominis was performed, and two pints of 


. 


straw-coloured fluid with a protein content of 35 grammes 
per 100 millilitres were drawn off. Microscopic examination 
of the fluid revealed only a few lymphocytes. 
Investigations were carried out with the following 
results. A blood examination showed that the hemoglobin 
value was 9:6 grammes per 100 millilitres and the leucocytes 
numbered 11,500 per wmillilitre; the differential leucocyte 
count revealed neutrophilia with a pronounced shift to the 
left in the granular series. The following report was 
received on an X-ray examination of the chest: “Both lung 
fields show widespread, moderately coarse mottling which 
is very suggestive of widespread bronchopneumonic areas. 
There is a diminished translucency at the right base due 
to either pleural reaction or segmental basal atelectasis.” 
A Mantoux test (1 in 1000 old tuberculin) produced a 
negative result. Liver function tests gave the following 
results: the serum bilirubin content was one unit, the serum 
alkaline phosphatase content was 40 units and the cephalin 
flocculation test produced a negative result; the total serum 
protein content was 6:1 grammes per 100 millilitres, the 


Ficure I. 
Case I: Showing the outline of the enlarged liver and 


spleen and the abdominal distension due to ascites, which 
was present on the patient’s admission to hospital. 


albumin content being 2°6 grammes per 100 millilitres and 
the globulin content 3-5 grammes per 100 millilitres. Serum 
agglutination tests gave negative results with typhoid, para- 
typhoid, Brucella abortus and Proteus OX19. An attempt at 
blood culture produced no growth of microorganisms. 


Ten days after the patient’s admission to hospital, an 
aspiration liver biopsy was performed uneventfully. Examin- 
ation of the sections revealed small granulomata, consisting 
of epithelioid cells with lymphocytes distributed peripher- 
ally and a few collections of mononuclear cells. The 
appearances suggested an infective process. As a result of 
this finding serial sections of the fragment obtained were 
cut and a second biopsy was performed. The liver tissue 
secured on this occasion was inoculated intradermally and 
intramuscularly into two guinea-pigs by Mr. Eric French, 
of the Walter and Eliza Hall Institute of Medical Research. 

Examination of the serial sections revealed two or three 
miliary tubercles characteristic of miliary tuberculosis 
(Figure II). One month after the inoculation of the liver 
fragments into two guinea-pigs, typical lesions of tuber- 
culosis were found in both animals and cultures of their 
spleens and sublumbar glands provided heavy cultures of 
Mycobacterium tuberculosis. The diagnosis of miliary 
tuberculosis was therefore established by liver biopsy and 
confirmed by animal inoculation of the biopsy fragment. 

Tubercle bacilli were subsequently isolated from ascitic 
and pleural fluid, and a Mantoux test with 1 in 100 old 
tuberculin performed one month after the patient’s admis- 
sion to hospital gave a positive result. 

Three and a half weeks after her admission to hospital 
she was desperately ill, and the administration of 0°56 gramme 
of streptomycin twice a day was begun. Two and a half 
months later her temperature had fallen to 98°4° F. in the 
morning and to between 99° and 100° F. in the evening, and 
she was discharged to Greenvale Sanatorium on April 10, 


Under treatment at Greenvale Sanatorium she has con- 
tinued to make satisfactory progress towards complete 
recovery. Streptomycin (0°5 gramme per day) was given 
for sixty days, and para-aminosalicylic acid (12 grammes 
per day) was given concurrently with the streptomycin for 
a further sixty days. By December, 1951, her weight had 
increased to nine stone one pound, a gain of two stone in 
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eight months, and she had lost all her symptoms. Her 
liver and spleen had gradually decreased in size, and neither 
of these organs was palpable. The ascites had largely dis- 
appeared, leaving only a small encysted collection in the 
region of her umbilicus. In December, 1951, she was still 
being treated by complete bed rest. It is anticipated that 
she will make a complete recovery. 


This desperately ill patient presented with pyrexia of 
obscure origin soon after an apparently uncomplicated 
confinement. Physical examination disclosed a consider- 
able enlargement of both liver and spleen, and moderate 
astites. An X-ray examination of her chest revealed 
scattered areas of opacity in both lung fields. A definite 
diagnosis of miliary tuberculosis was established by micro- 
scopic examination of a liver biopsy fragment, and this 
was confirmed by animal inoculation of a second liver 
biopsy fragment. Prompt treatment with streptomycin 
and para-aminosalicylic acid led to a satisfactory improve- 
ment in her condition. 


The value of aspiration liver biopsy in the diagnosis of 
miliary tuberculosis has been mentioned by Gillman 
(1945), by Craddock and Meredith (1949), and by Mansuy 
and Seiferth (1950). Craddock and Meredith suggest that 
the technique is a simple, safe and rapid method of diag- 
nosing miliary tuberculosis in certain cases. They also 
refer to a series of post-mortem cultures made by Woodruff, 
Kelly and Leaming (1943) in 117 cases of miliary tuber- 
culosis. Mycobacte*ium tuberculosis was grown on culture 
from liver fragmes:ts at autopsy in 59 cases. , The present 
case, however, appears to be the first in which positive 
cultures from liver biopsy fragments were obtained during 
life. This technique would appear to be of value in two 
circumstances: firstly, if the histological appearances ot 
the biopsy fragments were not sufficiently characteristic 
to make a definite diagnosis possible—this was so in this 
case before serial sections of the tissue were made; 
secondly, in the isolation of Mycobacterium tuberculosis 
for the purpose of estimating streptomycin sensitivity 
when cultures cannot be obtained from other sources. 


Case II.—M.T., a female patient, aged forty-two years, 
was admitted to hospital on July 21, 1950. For six months 
she had noticed a dry, unproductive cough and had felt 
more than usually tired. She had been febrile for one week 
with an evening temperature of 101° to 103° F., profuse 
sweats, malaise. and vomiting. She admitted to a past 
history of moderate alcoholism, and when questioned about 
her family history stated that two members of her mother’s 
family had died of “cystic disease of the two kidneys’. 


On her admission to hospital she was flushed, her tempera- 
ture was 102° F., her pulse rate was 96 per minute and her 
respirations numbered 24 per minute. On examination of 
her chest an area of dulness to percussion with some 
diminished air entry was detected at the base of her right 
lung. Scattered expiratory rhonchi were audible throughout 
her chest. The liver edge was found to be hard and a little 
irregular, extending six centimetres below the right costal 
margin. .The lower poles of both kidneys were readily 
palpable. Her blood pressure was 110 millimetres of mercury, 
systolic, and 84 millimetres, diastolic. 


Investigations were carried out with the following results. 
An X-ray examination of the chest revealed an area of 
opacity at the base of the right lung due to pleural thicken- 
ing in that region. Microscopic examination of the urine 
revealed no cells or organisms. Liver function tests gave 
the following results: the cephalin flocculation test produced 
a strongly positive reaction, the serum alkaline phosphatase 
content was 10 units, the serum bilirubin content was one 
unit, and the Casoni test produced a negative response. A 
blood examination showed that the hemoglobin value was 
11‘8 grammes per 100 millilitres, the leucocytes numbered 
9000 per cubic millimetre, and a differential leucocyte count 
and blood film appearances were normal. An excretion 
pyelogram disclosed deformity of the renal pelvis of both 
sides typical of polycystic disease of the kidneys. A liver 
biopsy was performed uneventfully. Examination of the 
biopsy specimen revealed two small cystic spaces lined by 
low cuboidal epithelium and dense collagenous tissue 
(Figure III). This finding suggested polycystic disease of 
the liver as the cause of the hepatomegaly. 

She was treated with penicillin, and over a period of 
twelve days her temperature subsided. She was discharged 
from hospital with a provisional diagnosis of polycystic 
disease of the kidneys and liver and pleurisy at the base 


of the right lung. Apart from a further febrile illness 
lasting three weeks in November, 1951, the patient has 
remained in good health since. 


In this case the cause of the liver enlargement was in 
doubt until liver biopsy had been performed. On the 
patient’s admission to hospital, because of the firm and 
irregular nature of the liver edge, a diagnosis of secondary 
carcinoma of the liver had been considered. The biopsy 
finding of cystic disease of the liver, apart from being of 
unusual interest, was of considerable diagnostic value. 


Case III.—O.H., a boiler-maker, aged twenty-eight years, 
was admitted to hospital on March 24, 1950. He complained 
of anorexia and of a dull continuous pain in the right upper 
quadrant of his abdomen of three months’ duration. Six 
weeks prior to his admission to hospital this pain had 
become more severe and had been accentuated by deep 
breathing and change of posture. At about this time he 
began to lose weight rapidly. On being directly questioned, 
he stated that in the last three months he had had to take 
purgatives for the first time because of constipation, but, 
apart from some occasional looseness, he had noticed no 
abnormality in his stools. 

Examination of the patient on his admission to hospital 
showed him to be a well-built, florid young man. Numerous 
spider angiomata were visible on his face, his neck and the 
upper part of his arms. Apart from these, the abnormal 
findings were confined to the abdomen. There was obvious 
fullness of the right hypochondrium, and his liver edge was 
easily felt six centimetres below the right costal margin. 
It was hard, irregular and slightly tender. The spleen was 
impalpable, but a vague indefinite thickening was felt in 
the region of his sigmoid colon. Rectal examination revealed 
no abnormality. 

Liver biopsy was performed three days after his admission 
to hospital. Examination of the section revealed normal 
liver parenchyma with infiltrating deposits of carcinoma 
cells. These were mainly arranged in cords, but in places 
showed a glandular arrangement. . 

His relatives were informed of the diagnosis and prog- 
nosis and he was allowed to return home. 

A barium enema done in the out-patient department 
demonstrated a carcinoma of the sigmoid colon. The patient 
died six weeks after his discharge from hospital. 


The diagnosis of secondary carcinoma of the liver was 
established by liver biopsy. This procedure was preferable 
to an exploratory laparotomy in this case. Apart from 
avoiding the discomfort of laparotomy, it enabled the 
patient to return home within three days of the making of 
the diagnosis. 


Case IV.—A.F., a male patient, aged thirty-eight years, 
was first admitted to the Royal Melbourne Hospital in 
September, 1945. Three months prior to this he had developed 
a cough and-had lost his appetite. He coughed up moderate 
amounts of purulent, blood-stained sputum. Clinical and 
radiological examination on that occasion had suggested 
right basal pulmonary collapse, and it was suspected that 
this was due to a neoplasm of the lung. Bronchoscopic 
examination revealed a tumour mass filling two-thirds of 
the lumen of the right main bronchus. A biopsy of the 
tumour was taken, and on examination of sections it was 
reported to have the typical structure of a_ bronchial 
adenoma. 

He was treated by bronchoscopic diathermy on several 
occasions, with considerable relief of his symptoms. On 
July 5, 1946, right lower lobectomy was performed by Mr. 
J. L. Haywood. Examination of the operative specimen 
disclosed a tumour of the right lower lobe bronchus with 
bronchiectasis distally in this lobe. 


On microscopic examination the tumour was seen to 
consist of sheets and cords of cells in places showing 
acinar structure. A sharply defined limiting capsule and 
highly vascular collagenous stroma were present. Occasional 
mitotic figures were detected. A diagnosis of bronchial 
adenoma with secondary bronchiectasis of the lower lobe 
of the right lung was made, and he was discharged home. 
In the next few months he had several small hemoptyses, 
and fifteen months later, in October, 1947, a bronchoscopic 
examination was performed. No abnormality was detected. 
Since then he had remained in reasonable health and con- 
tinued his work in the boot trade. 

In March, 1951, almost five years after his lobectomy and 
six years after the onset of his first symptoms, he attended 
the out-patient department complaining of recurrent pain 
and swelling of his knees with cramps in the legs for the 
past twelve months. On being directly questioned he stated 
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that for some months he had noticed discomfort in his 
-epigastrium immediately after meals, and he had lost a 
littie weight. However, his general health had remained 
-excellent. 

On examination of the patient, the significant findings 
were confined to his abdomen. The liver edge was firm and 
possibly a little irregular, being palpable five centimetres 
‘pelow the right costal margin. His chest was clinically and 
‘radiologically clear. He was admitted to hospital on March 
12, 1951, and liver biopsy revealed normal liver parenchyma 
and a mass of neoplastic epithelial cells. In some areas 
these showed well-defined glandular structure, and the 
general appearance closely resembled the tumour removed 
from the lung five years previously. The tumour cells were 
‘sharply demarcated from the liver parenchyma, but there 
was no capsule. A diagnosis of secondary carcinoma of the 
diver from a primary carcinoma of the lung was made. It 
was presumed that the carcinoma was of a relatively low 
grade of malignancy. 


It was considered that the -patient was unsuitable for 
deep X-ray or nitrogen mustard therapy, and two days after 
his liver biopsy he was discharged home. 


This case again demonstrates the value of aspiration 
liver biopsy in establishing a diagnosis of secondary 
earcinoma of the liver. In this case it was again thought 
that this method of investigation involved a minimum of 
discomfort for the patient and a short stay in hospital. 


CasE V.—M.T., a female patient, aged fifty-six years, was 
admitted to the Royal Melbourne Hospital on December 7, 
1951. She was a Maltese, unable to speak English, and a 
detailed history was not obtained. She had migrated to 
Australia from Malta thirteen years previously, and had 
lived for about five years in Queensland. She had sub- 
sequently lived in Victoria, and in 1943 had consulted a 
dermatologist in Melbourne about a nodular skin condition 
affecting her back. A biopsy of one of these nodules had 
been taken and the diagnosis of “sarcoidosis” had been made. 
‘Ziehl-Neelsen staining revealed no acid-fast bacilli. 


She attended the Royal Melbourne Hospital in December, 
1951, with a history of vague ill health of seven years’ 
duration. She had noticed anorexia, heartburn, weakness 
and loss of weight. Six months previously she had developed 
swelling of her legs and had been treated for “kidney 
trouble”. 

On examination of the patient, the most striking feature 
was the appearance of her face and skin. Her skin was dry 
and shiny, and scattered patches of atrophy and areas of 
brown pigmentation were present on her abdomen, trunk 
and back. Subcutaneous nodules one-half to two centimetres 
in diameter were palpable in both forearms and in her right 
ealf. The skin of her face was considerably thickened, 
especially in the supraorbital regions, across her nose and 
round her mouth. She had no eyebrows and her axillary 
and pubic hair was reduced in amount (Figure IV). 


Some anesthesia to pin-prick was present in both arms 
to the level of the elbow, and in both legs to just below the 
knees. Tendon jerks were present, equal and active, but 
neither plantar reflex could be elicited. Her arterial blood 
pressure was 210 millimetres of mercury, systolic, and 100 
millimetres, diastolic. 


On examination of her abdomen, both her liver and spleen 
were found to be readily palpable. The liver edge was firm 
and regular and extended about eight centimetres below the 
right costal margin; the edge of her spleen was felt about 
a» centimetres below her left costal margin (see Figure 

As a diagnosis of leprosy was suspected, nasal swabs 
were taken and a biopsy of one of the nodules from her 
right forearm was taken. In both specimens large numbers 
of acid-fast bacilli were seen. The appearances of the 
section of the subcutaneous nodule were typical of a granu- 
ioma of leprosy. 

With a view to confirming that the considerable enlarge- 
ment of her liver was due to leprosy, a liver biopsy was 
taken. Examination of this specimen revealed normal liver 
architecture with a slight increase of round cells in the 
portal tracts and around the central veins. A few small 
clusters of histiocytes, lymphocytes and fibroblasts were seen 
in these areas (Figure V). Ziehl-Neelsen staining revealed 
numbers of acid-fast bacilli, some aggregated in these areas, 
but others scattered at random through the section (Figure 
VI). This finding was regarded as compatible with a diag- 
nosis of leprosy involving the liver. 


In this case a diagnosis of lepromatous leprosy was 
established by means of nasal swabs and examination of 
a biopsy specimen of one of the forearm nodules. Aspira- 
tion liver biopsy indicated that the leprous process was 
also responsible for the enlargement of the liver. Involve- 
ment of the reticulo-endothelial system in cases of leprosy 
is well known, and the pathological changes which occur 
in the liver in this condition have been described by Tilden 
(1945) and Bungeler (1943). Tilden in a series of 16 
autopsies on patients with leprosy demonstrated lepro- 
matous involvement of the liver and spleen in eight. In 


Figure IV. 


Case V: Leprosy. Photograph of the patient 

on her admission to hospital, showing the 

typical facial appearance and the changes in 

the skin described in the text. The outlines 

of the lower margins of her liver and spleen 
are indicated. : 


the liver he found that the process always manifested 
itself by small sharply circumscribed spherical accumula- 
tions of histiocytes with foamy cytoplasm—frequently 
referred to as “miliary lepromas”. He found no necrosis 
whatever, and the adjacent liver cells appeared to have 
simply been pushed aside by these small accumulations. 
In every instance abundant intracellular bacilli were 
present. These were most numerous in the “miliary 
lepromas”, but commonly occurred in isolated Kupffer cells 
lining the liver sinusoids. This appearance corresponds 
exactly with that of the case just described. 


Summary. 


1. Five cases from a series of 108 routine aspiration liver 
biopsies are reported. 

2. In all these cases hepatomegaly was a feature and 
aspiration .liver biopsy was of value in establishing or 
confirming its etiology. 

3. The culture of Mycobacterium tuberculosis from frag- 
ments of liver tissue obtained by aspiration biopsy in a 
case of miliary tuberculosis is reported. The value of 
this is discussed. 

4. A case of polycystic disease of the kidneys and liver 
and two cases of secondary carcinoma of the liver in which 
aspiration liver biopsy was of value in diagnosis and prog- 
nosis are described. 


5. Liver biopsy in a case of leprosy with hepatomegaly 
revealed typical histological changes. 
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Legends to Illustrations. 


Figure II.—Case I: Miliary tuberculosis, showing a typical 
+ owe in a liver biopsy fragment. (Best’s carmine stain, 


Figure III.—Case II: Polycystic disease of the liver. Portion 
of a liver biopsy fragment, showing a cyst comprising col- 
lagenous tissue eee an inner lining of low cuboidal epithelium. 


FiaurE V.—Case Leprosy. Nodule in a liver 
biopsy fragment. (Beat's carmine stain, x 120.) 


Fieursp VI.—Case V: Leprosy. A liver biopsy specimen 

showing clusters of Bacillus lepre in one of the lepromatous 
a. oC to the one shown in Figure V. (Ziehl-Neelsen 
stain, x 


Reports of Cases. 


MEGALOBLASTIC ANAIMIA OF INFANCY: REPORT 
OF A CASE. 


By S. J. BAKER, 
Registrar to the Pathology Department, Children’s 
Hospital, Melbourne, 
AND 
H. J. SInn, 


Honorary Physician to Out-patients, Children’s 
Hospital, Melbourne. 


MEGALOBLASTIC ANZMIA of infancy is well recognized 
overseas, especially in America, but has not yet been 
described in the Australian medical literature. This com- 
munication concerns a four months old baby suffering from 
this disease and her response to treatment. 


The condition was first described by Veenenklaas in 1940, 
In 1946 a series of 25 cases was described by Zuelzer and 
Ogden, who pointed out that the condition should be 
regarded as a syndrome, rather than a disease entity, 
for although the final picture is uniform, there may be 
various causative factors. Essentially it is due to a relative 
or absolute deficiency of Castle’s “hematopoietic factor”, 
which theoretically may be caused by deficient ingestion, 
absorption or utilization. While the condition responds 
both to liver extract and to folic acid, the precise nature 
of the ultimate defect remains obscure. 


Clinical Features. 


The condition is most frequently seen between the ages 
of three and eighteen months. It is rare in older children. 
The symptoms, which appear insidiously, are anorexia, 
irritability, pallor and failure to gain weight. Respiratory 
and alimentary infections are frequent and may hasten 
the onset of symptoms. The signs are pallor and sometimes 
a slight degree of hepato-splenomegaly. The clinical picture 
therefore is one of anemia and little else, and full hemato- 
logical investigation is necessary to establish the diagnosis, 


Heematological Features. 


Findings from examination of the peripheral blood are 
suggestive but not diagnostic. The anemia may be of any 
grade of severity. Abnormalities of the red cells, especially 
anisocytosis and macrocytosis, are common, and the mean 
corpuscular volume is frequently increased. The leuco- 
cytes present no special features, although there may be 
a leucopenia. The platelets are often reduced in numbers. 


Ultimately the diagnosis depends on the examination of 
the bone marrow, which reveals a megaloblastic pattern 
indistinguishable from that seen in adult pernicious 
anemia. All three marrow elements are affected. The 
erythroid cells have an abnormal morphological appearance 
described by the term “megaloblastic”. In the earliest 
stages of development the cells have a finer and more 
evenly distributed nuclear chromatin network than that in 
the normal cell of corresponding age. As the cell matures 
there is less tendency of the chromatin to clump, and the 
parachromatin is more abundant, giving a characteristic 
“open” structure to the nucleus. This “open” structure may 
be seen even when the cytoplasm is fully hemoglobinized, 
there being an apparent delay in nuclear maturation. The 
cytoplasm is more abundant and the cells are larger than 
the corresponding normal cells. Bizarre mitotic figures 
and nuclear distortion are common. The myeloid cells 
show abnormalities of development, large cells the size of 
myeloblasts frequently possessing indented or lobulated 
nuclei, the so-called “giant stab cells’. That the mega- 
karyocytes are affected may be assumed from the frequent 


7 reduction in the number of circulating platelets. 


Clinical Record. 


B.R., a female infant, was born on September 29, 1950. 
She was admitted to the Children’s Hospital, Melbourne, 
on February 5, 1951, at the age of four months, with a 
history of progressive pallor, irritability, anorexia and loss 
of weight; these symptoms had been precipitated during 
the preceding week by a mild upper respiratory tract 
infection. The baby had three siblings, aged eight years, 
four years and twenty months respectively, all of whom 
enjoyed good health. The parents were Australians and 
were both alive and well. There had been no known 
anemic or icteric episodes in any member of the family 
or their antecedents. The baby’s previous health had 
caused no concern. The mother’s diet during pregnancy 
had been satisfactory. The child had been born at term 
and delivery had been normal. Her birth weight was seven 
pounds five ounces. She had been breast fed for one month, 
then feeding had been complemented with diluted cow’s 
milk for two weeks; she had then been fully weaned to 
cow’s milk. Two teaspoonfuls of “Kariol” were first given 
daily at the age of six weeks, but this was refused and 
after five days abandoned. Orange juice had been offered, 
but this too was refused and suspended. 
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At the time of her admission to hospital her weight was 
eleven pounds twelve ounces. On examination she was 
found to be very pale but reasonably well developed. A 
soft systolic murmur was audible at the mitral area. The 
liver was palpable two centimetres below the right costal 
margin, and the spleen was enlarged to a level one and a 
half centimetres below the left costal margin. 

Examination of the peripheral blood on February 5, 1951, 
revealed the following details. The hemoglobin value was 
4:1 grammes per 100 millilitres (28%). The red blood cells 
numbered 1,270,000 per cubic millimetre. The reticulocyte 
proportion was 3%. The hematocrit reading was 12%. 
The mean corpuscular volume was 94 cubic uw. The leuco- 
cytes numbered 15,000 per cubic millimetre, being made up 
of nentrophile cells 38%, lymphocytes 58%, monocytes 1% 
and eosinophile cells 3%. The platelets numbered 100,000 
per cubic millimetre. The serum iron level was 0-19 
milligramme per 100 millilitres. The serum bilirubin and 
the urinary urobilinogen contents were within normal 
limits. The result of a Coombs. test was negative. Bone 
marrow biopsy performed on February 6 revealed a typical 
megaloblastic picture, with the characteristic morphological 
abnormalities of both erythroid and myeloid cells (Figures 
I, II and III). 

Microscopic examination of the feces showed a “moderate 
number of fat granules”. The total fat content of the 
dried feces was 42%, of which 54% was unsplit. X-ray 
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Hemoglobin and reticulocyte response following folic 
acid administration. 


examination of the chest showed congested lung fields and 
a slightly enlarged cardiac silhouette. X-ray examination 
of the long bones revealed no abnormality. A histamine 
test meal showed almost complete achlorhydria, except 
for two units of free hydrochloric acid at the end of the 
first half-hour. 

At the time of her admission to hospital the child was 
considered to be critically ill, and shortly afterwards a 
transfusion of 250 millilitres of “packed cells” was com- 
menced. The child responded well, her hemoglobin level 
rose to 13-1 grammes per 100 millilitres (90%), she lost her 
anorexia, and she became an apparently normal child. 

However, the improvement in her condition was only 
temporary. When examined as an out-patient on February 
27 she was again very pale and irritable and was refusing 
feedings; her weight had again fallen to eleven pounds 
eight ounces. In spite of administration of iron and 
vitamin C (50 milligrammes daily in the form of “Penta- 
vite’) her condition continued to deteriorate, and by 
March 6, 1951, she was paler and more miserable and 
weighed only eleven pounds. Her hemoglobin value was 
7-2 grammes per 100 millilitres (50%). The morphological 
appearance of the red cells, the leucocytes and the platelets 
was much the same as before. Bone marrow biopsy 
revealed virtually no change from the first examination. 
The results of a differential count on 500 nucleated cells 
are represented in Figure VI. 


At this stage the child was given 15 milligrammes of 
folic acid intramuscularly with dramatic response. Within 
three days the mother noticed that the child was brighter 
and eating better, and this symptomatic improvement con- 
tinued and has been maintained ever since, except for a 
short period during an attack of acute mastoiditis. The 
hematological criteria for judging the effectiveness of a 
therapeutic agent—namely, reticulocytosis, rise in hemo- 
globin value and bone marrow response—were all fulfilled. 
The reticulocyte and hemoglobin responses are shown in 
Figure V. Within five days the reticulocytes reached a 
peak of 15% and the hemoglobin level climbed steadily, 
temporarily interrupted only by the attack of acute 
mastoiditis. Within forty-eight hours the bone marrow 
picture had completely changed from the previous megalo- 
blastic pattern to one of normoblastic hyperplasia, the 
ratio of erythroid to myeloid cells being two to one 
(Figures IV and VI). 

Marrow biopsy repeated two months later showed a 
normal marrow picture. 


Discussion. 
Diagnosis. 

The diagnosis is dependent on marrow biopsy findings, 
and only by routine use of this procedure in all infants 
with an unexplained anemia, especially in the presence of 
anisocytosis and macrocytosis, will the condition be recog- 
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Figure VI. 


Graphic representation of counts on 500 nucleated cells 

from bone marrow smears before and after treatment 

with folic acid. Note the normoblastic hyperplasia 
occurring within forty-eight hours. 


nized. The procedure is simply and rapidly performed 
under local anesthesia; the sites of election are the iliac 
crest and, in the first few months of life, the upper end 
of the tibia. 

Treatment. 

In severe cases, especially when complicated by acute 
infections, blood transfusion may be necessary to restore 
the hemoglobin level rapidly. However, this procedure is 
not without its dangers, especially that of circulatory over- 
loading, with cardiac failure. Zuelzer and Ogden report a 
case in which “spontaneous” remission occurred, but 
generally treatment is necessary. Liver extract and folic 
acid (Zuelzer and Ogden, 1946) have both been shown to 
be effective in treatment, but this child is of particular 
interest because apparently complete and lasting cure was 
brought about by a single dose of 15 milligrammes of folic 
acid administered intramuscularly, there being no change 
in diet over this period to produce an increased ingestion 
of folic acid. 

Prognosis. 

The prognosis in relation to the anemia itself is good, 
there being a rapid and adequate response to specific 
therapy; however, complicating infections and intravenous 
therapy add to the hazards. Unlike classical pernicious 
anemia, this condition, once adequately treated, has no 
tendency to relapse. 

Summary. 

Megaloblastic anemia of infancy is a syndrome little 

recognized in this country. 
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The case history is presented of a four months old baby 
with this condition, who responded completely to a single 
injection of 15 milligrammes of folic acid. 
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Legends to Illustrations. 


FicurRE I.—Bone marrow before treatment. One “early” and 
two “intermediate” megaloblasts and a metamyelocyte. 
Leishman (x 1250). 


Figure II.—Bone marrow treatment. A _ binucleated 


megaloblast. Leishman (x 1250 


Figure III.—Bone marrow before treatment. 
mitotic figure. Leishman (x 1250). 


Figure IV.—Bone marrow forty-eight hours after treatment, 
showing the normoblastic hyperplasia. Leishman (x 1250). 


A quadripolar 


Reviews, 


AN ATLAS OF TUMOUR PATHOLOGY. 


An “Atlas of Tumor Pathology” is being published by the 
Armed Forces’ Institute of Pathology (United States of 
America) under the auspices of the Subcommittee on 
Oncology of the Committee on Pathology of the National 
Research Council in the United States. The atlas is spon- 
sored and supported by the American Cancer Society, the 
Anna Fuller Fund, the Armed Forces Institute of Path- 
ology, the Jane Coffin Childs Memorial Fund for Medical 
Research, the National Cancer Institute of the United States 
Public Health Service, and the United States Veterans 
Administration. Three of the fascicles have been received. ??* 

Tumours of the mediastinum are dealt with in Section 5, 
Fascicle 18. This fascicle is the work of Dr. Hans George 
Schlumberger, Professor of Pathology in the Ohio State 
University College of Medicine, Columbus, Ohio. It should 
be stated at once that each of the fascicles contains 2 
description, short but adequate, of the different kinds of 
tumours with which it deals, and these are illustrated by 
superbly printed photographs and photomicrographs. In 
the introduction to his description of tumours of the 
mediastinum, Dr. Schlumberger enumerates sites of cysts 
and neoplasms which may be found. He shows their 
relative incidence and location in a table, and he points out 
that the number of cases reported in the literature often 
does not accurately reflect the frequency with which a given 
tumour is found at operation or autopsy. He describes in 
the mediastinum tumours of nervous tissues, tumours of 
mesenchymal derivatives, tumours of displaced tissues, 
tumours of hematopoietic tissues, cysts of the mediastinum, 
and a group of miscellaneous space-consuming lesions. 

Tumours of the adrenal are described by Dr. H. T. 
Karsner, Medical Research Advisor to the Bureau of 


1“Atlas of Tumor Pathology (Section V—Fascicle 18): 
‘Tumors of the Mediastinum”, by 2 Hans George Schlumberger, 
M.D.; 1951. Washington: Armed Forces Institute of Pa 
ology. 104” x 8”, pp. 88, with 75 illustrations. Price: 75 cents. 

*“Atlas of Tumor Pathology. Tumors of the Adrenal”, bY 
Howard T. Karsner, M.D.; 1950. Washington: Armed 
Institute “ Pathology. 104” x 8”, pp. 60, with 47 iusteationn. 
Price: $1.0 

“Atlas Tumor Pathology (Section 


IX—Fascicle 34): 


Tumors of the Breast”, by Fred W. Stewart, M.D.; 1950. 
Washin 


Arm id 
Pp. 68 ied Forces Institute 8”, 


Medicine and Surgery in the United States Navy. He points 
out that true neoplasms of the adrenal gland are infrequent 
or rare and that they include (a) those derived from cells 
peculiar to the adrenal, and (b) those derived from tissues 
in the adrenal not peculiar to that structure and common to 
other situations. He describes tumour-like lesions, cortical 
tumours, medullary tumours, melanomata, and secondary 
tumours. At the end of each of these sections he gives a 
useful list of references. 

Tumours of the breast are dealt with by Dr. S. W. Stewart, 
Pathologist to the Memorial Hospital and Professor of 
Pathology of the Cornell University Medical School. He 
Starts with an introduction in which he discusses pre- 
cancerous lesions and gives a classification of tumours and 
makes short references to prognosis. He describes cancer 
of the breast as likely to arise in any post-pubertal breast. 
He has never seen an example of pre-pubertal mammary 
cancer. After his introduction he discusses Paget’s disease 
of the nipple, carcinoma of the breast, malignant variant of 
fibroadenoma, and cystosarcoma phyllodes, miscellaneous 
sarcomata of the breast, lesions simulating tumours, and 
benign tumours. He publishes references at the end of the 
section. 

This publication is extremely valuable. We have never 
seen better reproductions of photomicrographs than are 
here presented, and can imagine that for teaching purposes 
this atlas will be invaluable. 


Books Received. 


{The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.) 


“Atlas of Tumor Pathology (Section III—Fascicle 9): Tera- 
tomas”, by Rupert A. Willis, D.Sc., D., F.R.C.P.; 19651. 
‘Washington : Armed Forces Institute of a 104” x 82”, 
pp. 58, with 45 illustrations. Price: 50 cents. 


Prepared under the auspices of the Subcommittee on 
Oncology of the Committee on Pathology of the National 


Research Council. 


“The National Formulary”; 1952. London: The British 
Medical Association. The Pharmaceutical Society of Great 
Britain. 7” x 43”, pp. 196. Price: 4s. 6d. Interleaved 7s. 64d. 


This is a revision of the first edition published in 1949. 


“Antibodies and Embryos”, by F. . Rogers Brambell, W. A. 
Hemmings and M. Henderson ; 1951, London: The Athlone 


Press; Sydney: Walter Standish and Sons. 84” x 54”, pp. 104, 
with 10 text figures. Price: 12s. 6d. 

The book gives an account of researches on fetal rabbits; 
it is based on three special lectures delivered before the 
University of London. 


“Clot Retraction’, by O. E. Budtz-Olsen, M.D. (Cape Town) 
1951. Oxford: Blackwell Scientific Publications. DP. 
164, with 36 illustrations and 40 text figures. Price: 25s. 

Reviews the literature on the subject and describes the 
author’s experimental work. 


“The Cost of Health’, by Ffrangcon Roberts, M.D.; 1952. 
oon a Press. 8%” x 6”, pp. 200, with 14 text figures. 
rice: s. 


Deals with the evolution of medical practice and 
endeavours to forecast the future. 


“A Handbook of Diseases of the Skin”, by Herbert O. 


F.R.LA.M. ; Dublin: C. J. Fallon, Limited. 9” x 
pp. 236, with 36 illustrations. Price: 7s. 6d. 


Intended primarily for students as a practical guide to 
the clinical study and treatment of diseases of the skin. 


“Leptospirosen”, von Otto Gsell, mit Anhang Bakteriologisch- 


serologische Methodik, von Ernst Wiesmann; 1952, H 
Medizinischer Verlag Hans Huber. 9” x 64”, pp. 324, with 41 
illustrations. Price: 28 Swiss francs. 


Intended for the medical practitioner and the veterinarian. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
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THE “HOPELESS” CASE AND ITS MANAGEMENT. 


In days gone by it was much commoner than it is at 
present to hear of patients who were so ill that they were 
“given up” by the doctors. There was a finality about the 
statement, and persons who had been given up were not 
supposed to live long. If now and again recovery did 
occur the event was looked on as miraculous. If a doctor 
gave up a patient, he often gave up his attendance, and 
this was not likely to be to the sick person’s advantage. 
The attendance on patients who cannot recover is bound 
up with the question of prognosis, and skill in the latter 
should imply care in the former. Recognizing that the 
subject was one deserving wider recognition, the President 
and Council of the Harveian Society of London chose “The 
Management of the ‘Hopeless’ Case” as the subject for the 
Buckston Browne Prize of 1950. C. J. Gavey was success- 
ful in the competition and has published his prize essay.’ 


At the outset it is necessary to discuss what is meant 
by the term “hopeless” case. Gavey points out that the 
word hopeless implies that the patient suffers from a 
disease or state from which recovery is beyond ‘reasonable 
expectation. A line, he states, cannot be drawn separating 
off “hopeless” cases. The term may be applied to the 
patient who is losing sight or hearing and the hopeless 
cripple may struggle through a long life. Even a neurotic 
may be described as hopeless. In his essay, Gavey deals 
mainly with gross chronic progressive conditions such as 
cancer or heart disease. Even then we must recognize that 
the lack of hope is in regard to physical recovery, for 
there are many who face death calmly and some who look 
beyond it with hope to an existence on a higher plane. 
They are something like Leonardo da Vinci, of whom we 
recorded recently that he wrote: “While I thought I 
was learning how to live, I have been learning how to die.” 
However, they go a little further and hope for a “glorious 
tomorrow”. We thus come inevitably to the conclusion 
that though no hope may be justified on the physical side, 


2“The Management of the ‘Hopeless’ Case”, by C. J. Gavey, 
M.D., F.R.C.P.; 1952. London: H. K. Lewis and Company, 
Limited. $” x 6”, pp. 52, with one illustration. Price: 9s. 


hope may be quickened on the mental or spiritual side—in 
other words a stricken person may learn or be put in the 
way of learning how to die. This should always be partly 
the concern of the doctor; it does not fall entirely within 
the province of the priest. The doctor may do more for 
the patient than he suspects, and even his bearing at the 
bedside may be helpful. 


Gavey deals with “fundamental considerations’—prog- 
nosis and wrong diagnosis, whether the doctor should tell, 
and the patient’s background. Since a reliable prognosis 
is dependent on a correct diagnosis, the importance of the 
latter is obvious. In other words, if the practitioner has 
to give an unfavourable prognosis he must be doubly 
certain that his diagnosis is correct. This reminds us of 
the late J. A. Ryle’s definition of prognosis as rational 
forecasting based on pathology and _ observational 
experience. Ryle asserted that comfort and reassurance 
were universally accepted as essential contributions to 
progress and even to recovery. This means that when a 
prognosis has to be put into words the brightest side of 
the picture must be presented—hope need not be withheld. 
Occasions will arise when the outlook is as grim as it can 
be and when the patient, an intelligent person, asks to be 
told the whole truth; in these circumstances the medical 
attendant’s duty to be strictly truthful is plain. Fortunately 
there is often a point at which the blackness is less 
intense and through which a light may eventually find its 
way. Thus it may be well, in the words of a well-known 
Australian surgeon who lived early in this century, to 
“leave a little loophole’—the loophole is the glimmer of 
hope to which every sick man or woman is entitled. Gavey 
quotes Treves, who stated that the late William Jenner 
held that a medical man needed three things—“he must be 
honest, he must be dogmatic and he must be kind”. Of 
these qualities the last is the most important. Treves 
thought that the doctor’s kindness would be the more con- 
vincing if he could for the moment imagine himself in 
the patient’s place and the patient in his. All these ideas 
must be considered against what Gavey calls the patient’s 
background. Here he discusses education, religion and 
courage. The educated patient may be more difficult than 
the simple person, but in both cases the personality and 
bearing of the doctor are most important factors. If 
possible the educated and inquiring patient should have 
his questions answered in such a way as to give him 
sufficient insight into his condition. Gavey makes one 
statement which is of immediate concern to readers of 
this journal—it is that medical men, when ill, have a right 
to know as accurately as possible what is the matter with 
them “because uncertainty is an even deadlier enemy”. 
Even then, however, “the door should not be closed unless, 
after careful judgement, the relief caused by dissipation 
of doubt, may override the usual need for hopefulness”. 


Having dealt with “fundamental considerations”, we 
turn with interest to Gavey’s discussion on management— 
what the attendant should do for the patient. One of the 
best points made by him is that “the importance of 
regular medical visits cannot be overstressed”. This may 
not be true for every patient sick unto death; but it is in 
most instances. Some years ago we stated in these 
columns in a discussion on hope that “the same qualities 
in the medical practitioner which endow the patient with 
hope towards recovery will help to give him courage in 
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the fight that he is destined to lose”. It is the regularity 
of visits that should be emphasized, for the patient does 
depend on them to a surprising degree. Some medical 
men find it difficult to make these visits, but they ought 
to be able to judge what value they have for the patient 
and do their duty. Gavey discusses his actual manage- 
ment under several headings which need be little more 
than named. The choice of environment calls for careful 
consideration, and the choice of hospital, institutional or 
home nursing depends on various factors, many of which 
have a financial or social importance. The patient’s 
relatives often have to be considered as much, or nearly 
as much, as the patient himself. If a patient chooses to 
be, and can be, nursed at home, the medical attendant’s 
task is doubled—he has to see to the patient’s comfort 
and also has to be careful that the immediate relatives do 
not wear themselves out and in their turn become invalids. 
Of diet and drugs much might be written. Morphine in 
some form is a sheet anchor and the skilled physician 
will know when to give it, when to withhold it and when 
to substitute something else for it. Minor emergency and 
major palliative surgical operations need be 
enumerated; it must suffice to insist that the patient’s 
comfort should always be the primary consideration. Such 
conditions as malignant disease, cardiac disease, tubercu- 
losis and diseases of the central nervous system will give 
rise to situations peculiar to themselves, but the problems 
arising from them will be solved on the same general 
principle of insistence on the patient’s comfort through 
the final stages of his illness. In most cases we know 
that the closing moments of life are free from suffering— 
often there is a dreamy condition, free from all anxiety. 
Osler wrote that he had careful records of about 500 death 
beds. Ninety of the patients suffered bodily pain or dis- 
tress of some kind or other, eleven showed mental 
apprehension, two showed terror, one expressed spiritual 
exaltation and one bitter remorse. “The great majority 
gave no sign one way or the other; like their birth, their 
death was a sleep and a forgetting.” Gavey’s study should 
be widely read by medical practitioners. He states that he 
has dealt in some detail with the philosophical side of the 
subject “because it is on these aspects that teaching is 

least developed”. In years gone by the relationship between 

medicine and religion has been discussed in these columns. 

Medically trained persons are wont to complain, and with 

a certain amount of justification, that when the clergy 

speak of healing they sometimes speak without a know- 

ledge of, or even a desire to know, the way in which 

disease affects the body. To make this claim is all very 

well, but those who make it must turn in the other direc- 

tion and own that they should try to learn more about 

the spiritual side of man’s life and the way in which its 

development can make bodily illness almost of no account. 

Sir Oliver Lodge is quoted by Gavey as having written 

that “even in medicine, it is not really absurd to suggest 

that drugs and no prayer may be almost as foolish as 

prayer without drugs”. There is a sphere for the doctor 

and the clergyman in any “hopeless” case, and indeed in 

any case of illness. The wise doctor knows when to sug- 

gest that the clergyman should come to the bedside. But, 

clergy or no clergy, he may, as has already been stated, be 
a mental stay or even a tower of strength to his patient. 
This is the complete role of the physician. 


Current Comment. 


ACTH, CORTISONE AND MENTAL DISTURBANCES. 


MILD EUPHORIA commonly accompanies treatment with 
ACTH, cortisone and other steroid hormones. _ Its occur- 
rence, as indeed that of some even more noticeable signs 
of mental disturbance, may occasion little comment. Many 
people would endorse the view of E. N. Irons‘ that in 
these circumstances, minor alterations in higher cerebral 
cortical functions, such as increased feeling of weii-being, 
euphoria, restlessness and garrulousness, are not important 
and may sometimes be desirable. However, more severe 
psychological effects must be viewed with greater concern. 
They are by no means fully understood or evaluated as 
yet. In a paper presented at a session of the American 
College of Physicians in April, 1951, L. W. Kinsell? sum- 
marized the observations reported to date on the subject. 
He stated that, firstly, the majority of patients receiving 
either ACTH or cortisone experienced an impressive degree 
of euphoria in association with decreased fatigability; 
secondly, a certain number of patients became pathologic- 
ally excitable; thirdly, a smaller group developed frank 
psychoses, but it was almost axiomatic that serious mental 
disturbances developed only in individuals who had a 
history of emotional instability or of actual psychoses; 
fourthly, in almost all instances the disturbance in the 
psyche disappeared when hormone administration was dis- 
continued. Kinsell was impressed with the observation 
that a number of patients during such therapy tended to 
have a release of inhibitions, which could be at times 
desirable, and at other times embarrassing or distressing. 
He was also most impressed with the decrease in sleep 
requirement which occurred in a large percentage of 
patients receiving large doses of ACTH or cortisone. 


With the increasing use of these hormones, it is impor- 
tant to note two recent attempts at evaluation of the 
mental effects. The question is approached from the 
psychological aspect by H. P. Rome and F. J. Braceland,’ 
of the department of neurology and psychiatry of the 
Mayo Clinic. Their previous work has indicated that these 
psychological responses are but one aspect of the wide- 
spread change induced by these agents, the total adapta- 
tion of the human organism being altered by a multiplicity 
of factors. These relate to the direct and indirect effects 
in both the internal and external environment. The 
rapidity, as well as the degree, of change produced con- 
stitutes a stress which in turn mobilizes resources 
characteristic of the patient; hence the clinical form which 
the response takes is determined in large part by the 
habitual organization of the patient’s personality, and 
most particularly, by the preferred way in which he has 
responded to stress in the past. The range of responses is 
grouped from the descriptive aspect into four clinical 
grades: grade one covers deviations in mood, usually in 
the direction of elevation; grade two differs from it only 
in a quantitative sense; grade three relates to what are 
typically psychoneurotic adaptations to this stress, being 
clinically indistinguishable from the usual psychoneurotic 
reaction types; grade four covers. psychotic reaction types 
which are encountered occasionally. Four cases are 
reported to illustrate the nature of the influences which 
appear to be important factors in the development of the 
grade four psychotic responses. After discussing various 
aspects of the question, Rome and Braceland refer to the 
gross psychiatric disturbances which sometimes occur 
among patients with Cushing’s syndrome. They state that 
although it is evident that there is a considerable dif- 
ference between the florid metabolic state which results 
from adrenal cortical hyperplasia or tumour, and the 
hypercorticalism produced by the purposeful administra- 
tion of these hormones, the difference is only a matter of 


1The Medical Clinics of North America, January, 1952. 
2 Annals of Internal Medicine, September, 1951. 
. ‘on Journal of the American Medical Association, January 
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degree and duration. The main points of Rome and 
Braceland’s discussion and their practical application are 
stated polysyllabically in their last two paragraphs: 


Thus, it would appear that an induced hypercorticalism 
evokes a fundamental reaction—a stress, which mobilizes 
physiological as well as psychological resources. The 
dynamic equilibrium which results is a different level of 
adaptedness than that which constituted the pretreatment 
steady state. The capacity to adjust to this transition in 
turn is a function of many factors, those in the patient’s 
present and past life as well as those in his internal and 
external environments. Consequently, there is a wide range 
of possible reactions which are reflected in the different 
clinical psychiatric syndromes which appear. 

In the light of this potential complication to the treat- 
ment of certain diseases with corticotropin, cortisone, and 
possibly other hormones, it is especially necessary for the 
clinician to be thoroughly acquainted with all the com- 
ponent adaptative capacities of the patient he is treating. 

On a wider basis is a study made by a psychiatrist, a 
physician and a neuropathologist, namely, L. D. Clark, W. 
Bauer and S. Cobb, of the Harvard Medical School.'' This 
study centres round the case histories of ten patients, of 
whom four had minor and six had major mental dis- 
turbances associated with the therapeutic administration 
of ACTH or cortisone. Each case history is reported in 
detail, together with relevant clinical and laboratory data 
presented in graphic-tabular form. The general analysis 
and discussion of the findings are of value, even though 
the series is small and not a great deal of positive informa- 
tion is forthcoming. It appears that, with one possible 
exception, none of the patients had evidence of primary or 
secondary disease involving the central nervous system, 
there were no metabolic changes intrinsic to the primary 
illness, and no non-hormonal medication was concomitantly 
given to which a toxic mental state might be ascribed. 
None of the patients had a prior history of major mental 
illness. Four had minor abnormalities of personality, but 
the study revealed no characteristics of pre-morbid 
personality that might enable one to anticipate the occur- 
rence, or predict the severity or duration of psychiatric 
complications in a given case. With one exception, all 
patients who had major disturbances during ACTH therapy 
had received moderately large doses over two and a half 
months before the onset of mental symptoms. There was 
no correlation between the severity or duration of the 
psychoses and the total or average daily dose of ACTH, 
nor between the rapidity or extent of the therapeutic 
response to ACTH or cortisone and the occurrence of 
psychiatric complications. There appeared to be no 
correlation between the amount of sodium and potassium 
ingested and the time of onset or the clinical course of the 
psychosis, nor yet between the occurrence of mental dis- 
turbances and the degree of response to ACTH as 
evidenced by the 17-ketosteroid excretion or by changes 
in the serum levels of sodium, potassium, chloride and 
carbon dioxide or in the intracellular potassium values. 
The comment is made that the classification of the mental 
disorders presents particular difficulty. In their courses 
they exhibited most of the phenomena found in association 
with both schizophrenia and affective psychosis, but in 
longitudinal view of a given case, these symptoms and 
mechanisms appeared usually in fragmentary structureless 
form and in variable, unpredictable sequence without the 
consistency of pattern seen in typical cases of psychosis 
of spontaneous occurrence. In general these cases did not 
exhibit the type of confusion, disorientation and sensory 
disturbance usually regarded as characteristic of “toxic 
deliria”. It is suggested, however, that the conventionai 
criteria of “toxic psychosis” may be too rigid. So far as 
this study is concerned, the reasons for individual 
susceptibility to mental disturbance during ACTH or 
cortisone therapy remain unknown, as do the precise 
pathogenetic mechanisms involved in these abnormalities. 

Commenting on the question of management, Clark, 
Bauer and Cobb state that clinical experience is not yet 
sufficient to outline definite contraindications to ACTH or 
cortisone therapy from a psychiatric point of view. On 
general principles they advise caution in the use of these 


1The New England Journal of Medicine, February 7, 1952. 


agents in patients with disease involving the central 
nervous system, or with a past history of major psychiatric 
illness. The premonitory symptoms of the mental dis- 
turbances are variable, and at times subtle in onset. Close 
observation must be maintained for their early detection. 
Paresthesia in the frontal portion of the head (usually 
described as a sense of heaviness, fullness or fuzziness), 
insomnia, and increasing restlessness, agitation, and 


psychomotor activity are particularly to be noted. How- 
ever, the expression of delusional ideas or sudden 
It is 


psychotic behaviour may be the initial symptom. 
interesting to note that in all cases of psychosis in this 
series, complete recovery’ occurred spontaneously. A 
difficult problem, of which a striking example is found in 
this series, is that which arises when severe mental symp- 
toms complicate therapy with ACTH or cortisone in cases 
of critical illness such as disseminated lupus erythema- 
tosus. The question is by no means settled, but it is 
suggested that if untoward mental symptoms develop 
during therapy, it is probably advisable to reduce the 
dosage for a period of several days, continue close 
psychiatric observation, and withdraw hormonal treatment 
if the mental condition continues to deteriorate. There 
is need for much more work on this subject before the 
principles of management in such cases become clear. In 
view of the apparently fundamental nature of the effects 
of ACTH and cortisone, it is possible that careful investiga- 
tion may, as Clark et alii state, “afford a new insight into 
the etiology of spontaneously occurring psychoses”. 


INFECTIVE HEPATITIS OUTBREAK IN SCHOOL. 


DurinG the late war there occurred many outbreaks of 
infective hepatitis among troops and many of these have 
been reported in medical journals. Similar outbreaks 
among civilians have received less mention. A recent 
epidemic in a closed community is discussed by H. S. 
Brodribb.t It occurred late in 1950 in an English boys’ 
preparatory boarding school, and the outbreak was traced 
to a boy who had returned to school from a visit to a 
town in which hepatitis was prevalent. Altogether 90 
people were exposed, and of these 50 developed symptoms 
definitely or strongly suggestive of hepatitis. The 90 
comprised 69 boys aged six to thirteen years, 12 adult 
teaching and nursing staff, and nine adult domestic staff. 
A percentage of 63-8 of the boys became affected, 50% of 
teaching and nursing staff, and none of the domestic staff. 
This difference is explained by the fact that the boys 
and teachers were in close contact most of the time, 
eating together, using the same feeding utensils, which 
were washed separately from those used by the domestic 
staff. The disease is recognized as being most prevalent in 
autumn and early winter, five to fifteen being the most 
susceptible age group, the relative seriousness of the 
disease increasing with adult life. All these observations 
were borne out by the present study. The usual incubation 
period is considered to be 20 to 35 days, and this was 
confirmed by the approximate monthly intervals in which 
batches developed. The portal of entry is by the mouth 
through infected utensils and food, which explains the 
high infectivity in such close communities, with the prob- 
able additional factor of contagion as a likely means of 
spread. In nearly every case the illness started with one 
or more of the following symptoms: nausea, vomiting, 
severe anorexia, pain behind the eyes, giddiness, slight 
fever, or merely a typical slightly greyish pallor. Infec- 
tivity appears not to persist after jaundice is established. 
Treatment was along standard lines with several weeks’ 
bed rest, saline purgatives, and a diet with a low-fat 
high-carbohydrate content, fats being completely excluded 
in the more severe cases. A number of relapses occurred, 
indicating that resistance to infection after previous infec- 
tion may be completely absent, and any immunity present 
is most probably short-lived. Brodribb stresses the pos- 
sible danger of liver damage and advises that early 
ambulation should be avoided and all activity restricted 
until liver function test results are normal. 


1The Lancet, February 16, 1952. 
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Abstracts from Medical 
Literature. 


PAZDIATRICS. 


Phzeochromocytomata in Children. 


Dovucias HuBBLE (Archives of Disease 
in Childhood, August, 1951) describes 
a case of phsochromocytomata (four 
tumours) occurring in a boy aged 
eleven years. He states that a charac- 
teristic paroxysmal phase lasted from 
the age of six and a half to eight 
years. For a further three years the 
boy was in good health, except for 
symptoms of sweating, restlessness, 
nocturnal enuresis and _ occasional 
fatigue. This was the phase of sus- 
tained hypertension. The third phase 
ot hypertensive heart failure would not 
have been long delayed if the child had 
not died after a diagnostic laparotomy. 
The clinical signs and _ electrocardio- 
graphic changes of advanced hyper- 
tensive disease were confirmed by the 
state of the arteries and arterioles at 
necropsy. References are given to 
other examples in the literature of 
phezochromocytomata in children diag- 
nosed during life. The author states 
that massive retinal exudate was 
coincident with the hypertensive phase 
in the case reported. The amount of 
exudate was much greater than has 
been described accompanying either 
pheochromocytoma or essential hyper- 
tension. The exudate regressed during 
the phase of sustained hypertension. 
The retinal changes were associated 
with pleocytosis in the cerebro-spinal 
fluid. Expert ophthalmological opinion 
is not agreed as to whether the changes 
in the fundi were related to paroxysmal 
hypertension. The benzodioxane test 
gave a positive result, but the perirenal 
injection of air was not completely 
successful. The author points out that 
the diagnosis of these tumours is easier 
in children than it is in adults, if the 
repeated use of the sphygmomanometer 
is not forgotten. The excretion of 
gonadotrophins and 17-ketosteroids was 
low in the case reported, and the sig- 
nificance of this fact is discussed. The 
pharmacological nature of the tumours 
is described. 


“Seton” Treatment of Hydrocephalus. 


H. J. Svien, J. G. Love, H. W. Dopce, 
JUNIOR, AND H. M. Keitu (The Journal 
of Pediatrics, March, 1952) describe a 
series of 24 cases of communicating 
hydrocephalus in which treatment fol- 
lowed the simple procedure described by 
Hiller in 1933. This consists of the 
insertion of a silk thread through a 
specially designed spinal puncture 
needle into the lumbar subarachnoid 
space. The needle is then withdrawn, 
and the thread is cut off so that its 
end lies just deep to the level of the 
skin. A tract is thus established for 


the flow of cerebro-spinal fluid from the — 


caudal sac into the adjacent soft tis- 
sues. In the authors’ 24 cases the 
patients were treated in this manner 
because for one reason or another 
major surgical procedures were not 
advised. In 15 of these cases the pro- 
cedure failed to alter the inexorable 
advance of the hydrocephalus. In nine 
cases, however, it appears that the 
process has been arrested. The author 


states that the success or failure of any 
treatment of communicating hydro- 
cephalus can be gauged by just one 
criterion, namely, the control of the 
size of the head, for whatever damage 
has been done to the brain before treat- 
ment is commenced is not likely to be 
altered. Fortunately, sometimes it is 
possible to arrest the hydrocephalic 
process before irreversible damage to 
the brain occurs, and relatively normal 
mentality and physical development 
result. It is true that occasionally 
spontaneous arrest of communicating 
hydrocephalus does occur, but it is not 
frequent. Although the results achieved 
by this procedure are not striking, the 
authors are of the opinion that they 
represent considerably more than would 
be accounted for by the spontaneous 
remission rate. 


Ameebiasis in Infants. 

C. GOLDENBERG, W. H. SHLAES AND S. 
MINTzER (The Journal of Pediatrics, 
March, 1952) describe the _ clinical 
picture of infection of infants with the 
Entameba histolytica. They had been 
impressed that among the infants 
admitted to the children’s division of 
the Cook County Hospital there was a 
large number with problem cases of 
gastro-intestinal function associated 
with mild or severe diarrhea unrespon- 
sive to treatment. They resolved to 
investigate the possibility that these 
were due to amebiasis and carried out 
examinations of feces and proctoscopic 
examinations in an effort to establish 
the diagnosis. In one year they found 
80 infants with this disease among 872 
children suffering from diarrhea. The 
stools were examined, freshly passed, 
by means of a simple saline suspension, 
by the iodine method of D’Antoni and 
by hematoxylin staining. The protozoa 
were found within the first three stools 
collected from 90% of the infants. 
Bacterial stool cultures were also 
carried out, and bacterial diarrhea was 
sharply distinguished from amebic 
diarrhea. The proctoscopic findings 
were variable but striking. Five infants 
showed no abnormality; twelve showed 
some hyperemia of the mucosa with 
excessive mucus. A few granular 
patches were seen. Twenty infants had 
multiple petechial hgmorrhages sur- 
rounded by normal mucosa. A pin-head 
sized ulcer was seen in the centre of 
some petechiz. No typical large ulcer 
with a necrotic base was found. Forty 
patients had clusters of discrete, 
multiple, petechial hemorrhages with- 
out ulcers.‘ Nodules which are com- 
mon in adults were not seen. Although 
these proctoscopic findings of multiple 
hemorrhages were suggestive, a diag- 
nosis was not made on such findings 
unless the organism was found in the 
stool. The authors state that the 
clinical picture may be divided into four 
separate patterns. There was a group 
of 15 infants who had an occasional 
loose motion with alternate normal 
bowel movements or constipation and 
with occasional amounts of mucus in 
the stool. There was a group of 50 
infants, all of whom were acutely ill 
with diarrhea and dehydration. The 
stools were profuse, almost continuous 
and watery; gross blood was present in 
only five instances and was not profuse. 
There was often pronounced pallor, and 
blood transfusions and parenteral fluid 
therapy were required to maintain life. 
The third group was of eight infants 
with intermittent fever not explained 
by other disease and with the symp- 


toms of diarrhea or constipation. The 
liver was slightly enlarged, but the 
results of liver function tests remained 
normal. When antiamebic therapy was 
started these patients became afebrile, 
the enlarged liver returned to normal, 
and the infants began to gain weight. 
Finally, there was the group of seven 
infants presenting a syndrome resemb- 
ling celiac disease with pronounced 
abdominal distension, foul flatus, 
chronic ill health, poor weight gains 
and bulky pale stools, but with normal 
vitamin A absorption and_ glucose 
tolerance test results. After antiamebic 
treatment the symptoms rapidly dis- 
appeared. The treatment consisted of 
bacitracin, iodinized bacitracin’ or 
diiodoquin; the last two were most 
effective. All drugs produced a favour- 
able clinical improvement. However, 
during the three-month period follow- 
ing treatment, 55% of the patients had 
a recurrence of Entamebda histolytica 
in their stools. It is not known how 
much this relapse rate was due to 
inadequate treatment and how much to 
reinfection in the family. 


Wetting Agents in Respiratory 
Disease. 

GLENN C. Hatt (American Journal of 
Diseases of Children, January, 1952) 
describes the use of wetting agents in 
such diseases as laryngo-tracheo- 
bronchitis, bronchiolitis and laryngeal 
diphtheria, in which a moist atmos- 
phere is advantageous. He states that 
steam may have the disadvantage of 
producing hyperpyrexia in an already 
feverish infant. Wetting agents added 
to water have the effect of lowering 
surface tension, and an infant 
embarrassed by thick, tenaciour 
exudate in the respiratory tract is 
likely to be helped by breathing an 
atmosphere containing water vapour 
and such an agent. Such wetting agents 
have the effect of causing degenera- 
tion and desquamation of alveolar 
epithelium in guinea-pigs when inhaled 
as an aerosol, but these effects do not 
occur if the concentration of the sub- 
stance is kept below 0°:1%. The sub- 
stance tried by the author was sodium 
lauryl sulphate. A 0°05% solution was 
put in the humidifier bottle of a croup 
tent. It has been tried in a series of 
20 cases with gratifying results and no 
adverse reactions. The author sug- 
gests that the method deserves wider 
trial in other clinics. 


Mercury and Pink Disease. 

A. HALzeEL AND T. James (The Lancet, 
March 1, 1952) report a study of the 
relationship of mercury to pink disease. 
They pursued four lines of investiga- 
tion: (i) a follow-up of 213 patients 
who had suffered from pink disease in 
preceding years; (ii) an inquiry into 
the habitual ingestion of mercurial 
teething powders among a cross-section 
of the healthy infant population of two 
regions varying in the incidence of pink 
disease; (iii) estimation of the urinary 
excretion of mercury in infants suffer- 
ing from pink disease; (iv) a study of 
the response to treatment with BAL. 
Of the 213 patients who had had pink 
disease in the preceding twenty years, 
37 had since died. Of the remaining 
176, 110 were reexamined; 50% gave 
a history of ingestion of mercury. The 
habitual ingestion of mercurial teething 
powders among healthy infants was 
compared in Manchester and Warwick. 
In Manchester the incidence of pink 
disease is high: 1560 babies were 
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examined, and in 7% of cases it was 
the mother’s practice to give mercurial 
teething powders. In Warwick, where 
the incidence of pink disease is low, 
1588 infants were examined, and 37% 
of these more or less regularly took 
such powders. The urinary excretion 
of mercury in 94 florid cases of pink 
disease was abnormally high in 66%. 
This, compared with the relatively low 
apparent exposure rate (7%) to 
mercury of infants in the same area, 
suggests that this substance may be 
of some etiological significance, prob- 
ably in association with some other 
factors not yet recognized. Treatment 
of 15 patients with BAL produced sig- 
nificant improvement in only three. 


@RTHOPAEDIC SURGERY. 


The Treatment of Claw Toes by 
Multiple Tendon Transfers. 


R. G. Taytor (The Journal of Bone 
and Joint Surgery, November, 1951) 
discusses the treatment of claw toes. 
For this he advocates transplantation 
of the long flexor tendons of the toes 
to take over the function of the 
intrinsics, giving plantar flexion of the 
toes at the metatarso-phalangeal joints 
and extension at the interphalangeal 
joints. He points out that the opera- 
tion is tedious, but that it is effective 
in selected cases. Sixty-eight patients 
have been operated upon and followed 
up; good results were obtained in 50 
cases, fair results in 11, and poor in 
seven. The author states that more 
careful selection and better operative 
technique might have avoided some of 
the failures. He believes that most of 
the bad results were caused by persis- 
tent dorsiflexion of the toes at 
the metatarso-phalangeal joints from 
failure to correct all fixed deformity, 
and that elongation of the extensor 
tendons, dorsal capsulotomy of the 
metatarso-phalangeal joints and plantar 
capsulotomy of the _ interphalangeal 
joints should be carried out without 
hesitation. He states that it is also of 
the utmost importance to keep the 
metatarsal heads elevated in the post- 
operative plaster. The operation 
restores useful function to the toes at 
the cost of their prehensile action, 
diminishes any cavus deformity of the 
foot and, by lessening the prominence 
of the metatarsal heads in the sole, 
avoids callosities and discomfort. 


Skin-Tight Casts for Treatment of 
Club Foot. 


J. WarREN WHITE AND WILLIAM H. 
GuLLEDGE (The Journal of Bone and 
Joint Surgery, April, 1951) state that 
in the treatment of club foot the use 
of skin-tight casts with sponge rubber 
pads which maintain, without wedging, 
a corrective kinetic force for two weeks 
or more has unique advantages. The 
skin of the foot and ankle is painted 
with compound tincture of benzoin or 
an adherent. Three pads of quarter- 
inch thick sponge rubber are cut, 
usually one and a half inches square 
for the newborn and varying for older 
children with the size of the foot to be 
treated. These pads are placed next to 
the skin—one over the medial side of 
the first metatarso-phalangeal joint, 


one over the sinus tarsi and cuboid on 


the lateral side of the foot, and one 
just at the back of the heel. These are 
held in place by the sticky adherent. A 
circular, skin-tight plaster cast is then 
applied from the tips of the toes to just 
below the knees. As the plaster is 
setting the surgeon grasps the foot, 
using the left hand for the left foot 
and the right hand for the right foot. 
The thumb passes under the sole with 
the ball of the thumb under the cuboid, 
the index finger across the dorsum and 
the long finger behind the heel. With 
this grasp, the surgeon can mould the 
plaster and correct deformity at the 
same time. During the period of active 
correction the cast is changed only at 
two-weekly intervals. The adduction 
of the forepart of the foot is corrected 
first, followed by correction of the 
inversion; this stage is usually reached 
at the end of the fourth or fifth plaster 
change. When inversion been 
corrected the calcaneus and talus will 
be shown to be separated at their 
anterior ends, forming an angle of 
about 30° in the antero-posterior X-ray 
view. When adduction and inversion 
are corrected the equinus is found to 
be easily corrected in two or three 
plaster changes. The authors have 
treated 35 cases of club foot by this 
method. In the total of 378 skin-tight 
casts which have been applied, only 
two small pressure sores have 
developed. No cast has slipped down, 
as the padded cast is prone to do. 


Fractures of the Femur Treated with 
the Diamond-Shaped Medullary 
Nail. 


Dana M. Street (The Journal of Bone 
and Joint Surgery, July, 1951) reviews 
results in 90 cases of treatment of frac- 
tures of the femur with the diamond- 
shaped medullary nail. The 90 patients 
were followed for six months or longer; 
union resulted in 88 cases. The remain- 
ing two patients had no pain and their 
fractures remained stable, but X-ray 
pictures taken after forty-six and fifty- 
four weeks showed a persisting fracture 
line, and callus was not sufficient for 
complete union. In eight cases the nail 
was bent at the fracture site as a result 
of sudden trauma during the first few 
months of the convalescence. The 
amount of bend ranged from 4° to 30°. 
One nail was removed and not replaced, 
two were replaced by straight nails, two 
were straightened under anesthesia, 
and three were not straightened. The 
author believes that nailing does not 
appreciably stimulate or delay callus 
formation. Consolidation well 
developed after from sixty to one 
hundred: and ninety-one days, with an 
average of one hundred and thirteen 
days. The author states that joint 
stiffness, which so frequently results 
from prolonged immobilization by other 
methods of treatment, has been absent 
or of minor degree in these cases. Open 
reduction, with retrograde insertion of 
the nail, was the simplest, most reliable 
and safest technique. He points out 
that the medullary canal of the femur 
is oval in cross section in most cases; 
the sagittal diameter is greater on the 
average by two to three millimetres. 
The diamond-shaped nail which is used 
has two diameters, and in consequence 
there is seen the effect of two sizes of 
one nail. If the size of the canal 
permits, the nail is inserted with its 
greater diameter transverse in order to 
forestall lateral bowing. If, on the 
other hand, the canal is too narrow to 


take the nail in this plane, it can often 
be easily inserted in the sagittal plane. 
The length and diameter of the nail to 
be used are determined by X-ray examin- 
ation of the sound femur for length, 
and the diameter of the canal in the 
affected femur can be estimated by the 
same means. Post-operatively the limb 
is suspended in a Thomas splint for 


three weeks, and the patient is 
encouraged to exercise the _ entire 
extremity. Partial weight-bearing on 


crutches is then begun, and the amount 
of weight is gradually increased until 
the crutches are discarded, usually at 
the end of six weeks. The author con- 
cludes that the fact that 73 fresh frac- 
tures united promptly, while encourag- 
ing, is not so surprising as the union 
of 17 fractures upon which other 


methods have been tried without 
success. The unsuccessful type of 
fixation included skeletal traction, 


slotted plate, dual plating, onlay bone 
graft, plate with a bone graft, medul- 
lary bone peg and multiple transfixion 
screws. The author states that dis- 
ability is greatly reduced and the 
patients undergo less pain and fewer 
complications than when treated by 
other methods. 


Refrigerated Homogenous Bone. 


PHILLIP D. Wiuson (The Journal of 
Bone and Joint Surgery, August, 1951) 
states that experimental evidence sug- 
gests that autogenous bone grafts 
exhibit some advantage over refriger- 
ated homogenous grafts in that healing 
takes place more rapidly, but that in 
the end the results are the same. In 
an autogenous graft a good many of 
the surface cells remain viable, and if 
spongy bone is used this means a 
proportion of cells, hence this type of 
structure affords large surfaces. When 
it comes to a consideration of homo- 
genous bone transplants which have 
been preserved by refrigeration for 
varying periods, there are no grounds 
for claiming that any living elements 
survive. Experimental evidence sug- 
gests that the autogenous graft ex- 
hibits some advantage over refrigerated 
homogenous grafts in that healing 
takes place more rapidly, but that in 
the end the results are the same. Histo- 
logical study of fragments of healing 
grafts, both autogenous and refriger- 
ated, that have been removed from 
human hosts, shows no significant dif- 
ference in the rate or method of repair. 
Study of the clinical results of the use 
of homogenous transplants in 307 
operations shows the bone to be well 
tolerated. The rate of infection in clean 
cases was 2°6%; loss of bone occurred 
in only two cases. Follow-up studies of 
248 cases showed successful results 
obtained in 210 (85%). These are com- 
parable with the results obtained with 
autogenous grafts. The healing of 
cancellous transplants takes place more 
rapidly than with cortical grafts. 
Transplants that have been preserved 
for more than one year de not heal as 
well as those that have been preserved 
for a shorter period and the failure rate 
is higher. The author concludes that 
the operation of a bone bank is safe 
and practical. It offers great advant- 
ages to the patient and the surgeon 
from the standpoint of availability, 
abundance and the elimination of the 
necessity of secondary operations to 
obtain bone. When a bone bank is 
available the number of operations in 
which bone transplants are used will 
show a sharp increase. 
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Special Articles for the Clinician. 


(CONTRIBUTED BY REQUEST.) 


XXII. 
INCONTINENCE OF URINE IN THE FEMALE. 


WHEN a female patient comes to us complaining of 
involuntary escape of urine, we must first of all be sure 
whether the escape constitutes a true or false incontinence. 
False incontinence, so-called, may be caused by overflow 
due to distension from obstruction at the bladder neck or in 
the urethra; but this is very rare in the female, and much 
more common in the male. Overflow from nerve lesions 
can occur in either sex, but is also uncommon. False 
incontinence may also be due to great urgency from vesical 
inflammation, so, in the exact diagnosis, it is necessary to 
question the patient as to the type of escape, whether 
associated or not with scalding or increased frequency, and 
to have the urine pathologically examined. Careful endo- 
scopic examination should also be carried out. 


All such types of false incontinence will be excluded from 
this discussion, as also will the nocturnal enuretic and 
psychotic varieties. I shall also exclude all varieties of 
fistula on the abdominal wall. 


The commonest type of true incontinence one meets in 
practice is that called “stress incontinence”, really a urethral 
incontinence, and sometimes more severe than a mere stress 
_. The other common type is that due to vesico-vaginal 

a. 

I should like to review this very distressing condition of 
female urinary incontinence according to the following clas- 
sification, which, as well as being a formal classification, 
happens to coincide roughly with the order of frequency of 
incidence of the clinical varieties. (i) Urethral incontinence, 
from weakness or damage to the sphincter mechanism, or 
from lack of support to the floor of the bladder and urethra. 
(ii) Fistulous incontinence, in which urine escapes into the 
vagina by a hole in the bladder, urethra or ureter, the cause 
being injury or disease. (iii) Anomalous incontinence, due 
to ectopic placing of a ureteric orifice. 


Urethral Incontinence. 


Urethral incontinence of urine may be very severe, even 
continuous, but, in its “stress” form, is the commonest type 
of leakage met in the female patient, and the cause of much 
distress and suffering. 

The history usually given is that the patient loses urine 
only when she is up and about, and then only under the 
influence of some stress, that is, sudden increase of intra- 
abdominal pressure due to coughing, sneezing, laughing and 
the like. However, the leakage is often worse than this, and 
may affect the patient when she is moving about irrespective 
of stress. Most often the patient keeps dry when lying 
down, and often also when sitting still. However, the dis- 
comfort and social disability are great, for she is worried 
about inopportune escape, and there is the constant neces- 
sity to wear pads, and the anxiety about odour. 


Urethral incontinence is often more severe, and then one 
should be very careful to exclude fistula. The patient may 
lose urine even in bed, by simple alteration of position, or 
on getting up to a sitting position. 


As a rule the patient has borne children, the trouble not 
occurring until some years after the first labour, but it may 
occur in elderly spinsters and nullipare, and seems here to 
be due to muscular atrophy and not to relaxation or damage 
to the supporting or sphincteric structures. Thus, in the 
majority of cases it seems that the after effects of birth 
trauma allow this form of incontinence to develop. 


In the first examination of the patient, she should lie flat 
on the couch, with some urine in the bladder, and cough 
hard, while the clinician holds a handful of cotton wool, in 
the “line of flight” as it were, over a kidney tray. The urine 
in more severe cases will jet out with force, but in some 
quite established cases will not escape. In this event one 
must ask the patient to stand and spread the legs, when 
the test is repeated. 


Having determined that there is some escape, one presses 
on the vestibule, in a cephalic direction, with the tips of 
the fore and middle fingers of the right hand, on each side 
of the urethra, parallel with this duct, avoiding occluding 
pressure, and asks the patient to cough again. This test. 


introduced by Victor Bonney, is supposed to raise the bladder 
neck, and if the result is positive, in the sense that escape 
is prevented, provides a definite indication for some opera- 
tion that will support and raise the region of the vesical 
neck. 

In the majority of cases, this means performance of a 
plastic operation by a gynecologist, who will at the same 
time pay particular attention to supporting the under side 
of the proximal part of the urethra and the distal part of 
the bladder floor. Of course, the gynecologist must be 
satisfied that a plastic operation is called for on purely 
gynecological grounds, for, so far as the urological problem 
is concerned, better results are achieved, surely and quickly, 
by operation done from above, which lifts up the proximal 
portion of the urethra, intrapelvically. Thus, in women of 
the child-bearing age who complain only of their incon- 
tinence and have no real need of a vaginal plastic operation, 
a suprapubic sling operation to lift the urethra is indicated 
at once, and this applies also to elderly multipare in whom 
a major vaginal repair is considered inadvisable, to elderly 
spinsters and nullipare when primary atrophy or atony is 
probably the cause, and finally to those patients in whom 
vaginal procedures have failed to cure incontinence. It is 
estimated roughly, by clinicians all over the world, that the 
last-mentioned group undergo about 25% of such operations. 


As a urologist, I can speak only, so far as personal work 
is concerned, of suprapubic attempts to cure this condition, 
and am able to report, like Terence Millin, Charles Read and 
McIntosh Marshall in England, that the results are highly 
satisfactory with the use of an aponeurotic sling passed 
under the intrapelvic portion of the urethra. I differ from 
these workers, however, in my reasoning as to how the sling 
effects its beneficent action. 

The idea of a sling from above was introduced in Germany 
early in this century by Goebell, followed by Stoeckel and 
Frangenheim, but the technique was not well developed, and, 
generally speaking, the operation was not heard of in Britain 
and America until Millin with Read, and McIntosh Marshall 
separately, reported good results only a few years ago. The 
rather complicated double-sling operation advised by these 
workers has been since modified by me to secure a shorter 
and easier operation by means of a single sling taken from 
the medial edge of one rectus sheath only. 


A mid-line incision from the pubis towards the umbilicus 
is made, varying in length with the thickness of the patient. 
An aponeurotic strap about one centimetre or so wide, taken 
from the medial edge of the anterior sheath of one rectus, 
is passed under the previously dissected out intrapelvic 
portion of the urethra by means of McIntosh Marshall’s 
excellent strap-carrier, while the forefinger of the other 
hand exercises vaginal control. The sling is passed through 
the lower part of the opposite rectus muscle and its anterior 
sheath. After drawing on the sling in order to pull up the 
urethra to a moderate degree, the surgeon sutures the sling 
with silk to the rectus sheath. I consider that the sheath 
lifts up the proximal centimetre or so of the urethra, so 
that, instead of issuing from the bladder like the stalk of a 
pear, it has the relation of the stem to the bowl of a pipe. 
Therefore, when any increase of intraabdominal pressure 
drives the bladder down a little, the angle of the vesico- 
urethral junction is made more acute, with the consequent 
relative closure. General support to the under side of the 
trigone and urethra has already been obtained by a vaginal 
plastic operation where this has been deemed necessary. 
This is particularly important in the case of cystocele, for 
the downward-bulging bladder floor drags, through the 
trigonal muscle, on the lower portion of the internal vesical 
sphincter, tending to open it, as occurs in normal micturition. 


In my short, but interesting and valuable, experience of 
this operation, I have used it with success in a couple of 
eases of primary atrophy in elderly nullipare. 


Fistulous Incontinence. 
A. Vesico-Vaginal Fistula. 


Vesico-vaginal fistula is the commonest cause of fistulous 
incontinence, and nowadays when it does occur is almost 
always seen after total hysterectomy, so that the cervix is 
absent, and the hole is right up in or near the vault of the 
vagina. Rarely it is seen after an anterior vaginal plastic 
operation, and here the opening is low down, and often 
quite large. 

If a vesico-vaginal fistula is diagnosed early, its repair 
must not be rushed; one must wait a couple of months or 
more until the tissues are in a healthy condition, for the 
operation should be made to succeed at the first attempt. 
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It is not generally realized that, during this period, the 
patient can be kept more comfortable by means of a large 
de Pezzer or “Latex” balloon catheter placed in the vagina; 
this tube is prevented from slipping out by strapping at the 
yulvai level. Antibiotics and plenty of fluids are given, and 
the patient remains in comfort while the tissues concerned 
are becoming firmer and healthier. 


To me, it is surprising to reflect on the slow progress 
towards general recognition which has been made by the 
suprapubic transvesical operation as a solution of this 
surgical problem. It is, of course, to be expected that 
urologists will advocate this idea, as they are thoroughly 
familiar with intravesical technique at open operations. The 
really extraordinary thing is that quite a number of 
urologists still describe the vaginal approach for repair of 
high fistule, when there is really no comparison between 
the ease and efficiency of the two methods. In the vaginal 
approach, one works up in the depths of a long canal, with 
no cervix to be pulled down to render things easier, while 
with the transvesical approach, one works in a retracted, 
brightly illuminated bladder, with the hole right under one’s 
hand, especially if the site is well elevated by pressure from 
the vagina or rectum. Moreover, from the high approach, 
the vesical mucosa can be easily and thoroughly dissected 
up from the important layer, the bladder muscle, and after 
the latter has been strongly sutured, closed watertightly 
over it by a fine plain catgut continuous suture. There is 
no doubt at all that the high fistule are a specifically 
urological problem. The rarer lower fistule are a very easy 
matter for vaginal repair by the gynecologist. 


Twenty-three years ago I described a transvesical opera- 
tion for high fistule, and still use the same basic idea, with 
modifications (Silverton, 1929). The bladder is opened and 
retracted, with a brilliant lamp on the retractor. The 
mucosa around the orifice is dissected up from the under- 
lying bladder muscle. The comparatively thick muscle 
layer is laid bare and sutured strongly with interrupted 
figure-of-eight sutures of semichromicized gut, size 0, with 
successive sutures close together. Over this the vesical 
mucosa is closed with a fine plain gut continuous suture. 
Nowadays, with antibiotic cover, the bladder can be closed 
completely at once, and is drained with a 22F or 24F Foley 
balloon catheter. There is no need for special posture, and 
wa = end of ten days it will be quite safe to let the patient 
urinate. 


Vesico-vaginal fistula can also be caused by erosion from 
cancer of the cervix, or from careless radiation treatment of 
this disease. In such cases it is usually necessary to divert 
the urine to the colon or skin to achieve control of the urine. 


B. Urethro-Vaginal Fistula. 


Urethro-vaginal fistula is a comparatively rare form, and 
is most likely to occur after an anterior vaginal plastic 
procedure. The fistula will allow incontinent leakage where 
it is proximally placed, that is, just a little distal to the 
bladder outlet, for the internal vesical sphincter is a rather 
weak muscle. Some people even tend to look on this 
sphincter as semimythical. 

Dfagnosis is very easy if one uses a panendoscope after 
making sure by the ordinary cystoscope that no vesico- 
vaginal fistula exists. Coloured fluid introduced into the 
bladder will be seen to escape from a small hole in the 
anterior vaginal wall, rather low down, and the panendo- 
scope, used as a urethroscope, will enable one to see the 
urethral end of the fistula. 


Repair is also easy. I simply carry out the manceuvres 
used in the repair of vesico-vaginal fistula, except that the 
operation is done from the vaginal side. Drainage is by 
means of a small calibre Foley balloon catheter inlying in 
the urethra for ten days. During the repair, it is helpful 
to have a small metal sound in the urethra as something 
firm to dissect on. 


C. Uretero-Vaginal Fistula. 


The ureter may be crushed or divided, or more often 
accidentally ligated, in major pelvic surgery, and, if the 
vagina has been opened during the operation, a uretero- 
vaginal fistula may be established early in division cases, 
later in ligation cases, as the ligature has to cut through 
by sloughing of the ureteric wall before the urine can 
escape. From below, as in performing a Fothergill or other 
major vaginal plastic operation, a widely straying suture 
may encircle the lowest part of the ureter. With ureteric 
ligation, it should be remembered that no renal or even 
general symptoms may arise, except perhaps mild renal 
aching, if the urine was sterile at operation. Therefore, in 


ligature cases, nothing is suspected till urine begins leaking 
through after a couple of weeks’ delay. 

These cases are usually thought at first to be vesico- 
vaginal fistula, but coloured fluid introduced into the bladder 
does not issue into the vagina, and no opening can be seen 
endoscopically. However, a catheter passed up both ureters 
will usually be blocked on one side at the site of injury, and 
excretion urograms may show decrease of function, with 
renal dilatation on that side. 

If the injury is very low down, it is usually possible to 
reimplant the ureter into the bladder, so long as this can 
be done without tension. 

Where there is much fibrosis, and provided function of 
the opposite kidney is good, nephrectomy is often resorted to. 


Anomalous Incontinence. 


Anomalous incontinence is that caused by ectopic placing 
of one ureteric orifice. Rarely, this can occur on both sides. 
The ectopic orifice is usually that of a ureter draining the 
upper part of a “double” kidney, which means a reduplicated 
ureter and pelvi-calycine system. 

This trouble is met only in the female sex, since in the 
male an ectopic ureteric opening usually occurs in the 
posterior part of the urethra, less often on the vesical 
trigone, but, in any case, proximal to the sphincter of the 
membranous urethra, and therefore does not cause 
incontinence. 

The embryology is as follows. The ureter begins as a 
bud from the Wolffian duct, and follows the course of that 
duct, but may end in any of the structures which arise 
from the duct. Thus, in the female, the ureter may open 
on the trigone, into the urethra, on the vestibule or into 
Gartner’s duct, which is the remnant of the male Wolffian 
duct. Girtner’s duct extends from the parovarium, through 
the broad ligament to the level of thé internal os uteri, 
where it sinks into the substance of the cervix. It runs 
down through the latter, and through the vaginal wall to 
open close to the border of the hymen, on the surface of 
the vestibule. The latter area is the commonest site of the 
ectopic orifice. Less often it opens into the urethra, also 
with incontinence, as the external sphincter is not well 
developed or distinct as in the male. 

The chief clinical characteristic of this type of incon- 
tinence is that, in a girl or young woman, some dribbling 
of urine has existed since birth, but is associated with a 
normal “voiding rhythm”, that is, with normal filling and 
emptying of the bladder. 

Excretion urograms may fail, at first sight, to give a clue 
to the solution of the problem, since the portion of the 
concerned kidney drained by the ectopic ureter, usually the 
upper, is often functionless from obstructive disease, and 
no hollow system shadow is thrown by this portion. How- 
ever, careful inspection should show that a considerable 
district of renal parenchymal shadow is “acalyceal” radio- 
graphically. 

If the ectopic orifice can be found and catheterized, the 
diagnosis by excretion pyelography is easy, but location of 
the orifice is often difficult or impossible, and is not helped 
by intravenous injection of indigo if the concerned renal 
segment is functionless. However, the vestibule and the 
urethra should be minutely searched, by magnifying glass 
and panendoscope respectively. Wet cotton wool pledgets 
may be placed in the vagina or urethra, or on the vestibule, 
after an intravenous injection of indigo, or dry pledgets if 
there is no indigo excretion, in an attempt to locate the 
orifice. 

Provided the site is known, cure of the heiinnsins is 
possible by homologous nephrectomy, after ensuring oneself 
that the opposite kidney is normal, but a far preferable 
operation is to do a ‘“hemi-nephrectomy”. This means 
resection of the concerned renal segment, when the kidney 
is double. 

This is quite a satisfactory operation, especially when 


there is a distinct vascular supply to the concerned segment. 


When there is no reduplication, that is, when the ectopic 
ureter is single, the only alternative to nephrectomy is 
reimplantation of the ureter into the bladder, by use of a 
“Latex” T-tube, as recommended above, for two weeks after 
the operation. 

R. J. SILVERTON, 
Sydney. 
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VICTORIAN BRANCH NEWS. 


TuHeE following is a list of books recently added to the 
library of the Medical Society of Victoria up to March, 1952. 


General Medicine-——Youmans, John B., “Medicine of the 
Year”, second issue, 1950; -Sorsby, Arnold, “Medicine and 
Mankind”, Second Edition, 1950; Todd, John W., “Rationale 
Medicine’, 1949; Dock and Snapper, “Advances in Internal 
Medicine”, Volume IV, 1950; Dyke, S. C., “Recent Advances 
in Clinical Pathology”, Second Edition, 1951; Boyd, William, 
“Pathology of Internal Diseases”, Fifth Edition, 1950; 
Wright, Paling, “Textbook of Pathology”, 1951; Almeyda, 
John, “Major Symptoms in Clinical Medicine’, Volume I, 
1950; Forbes and Man, “Clinical Examination of Patients 
with Notes on Laboratory Diagnosis”, 1950; Kemp, W. N., 
“The Value of Hormones in General Practice”, 1949; Greene, 
Raymond, “The Practice of Endocrinology”, Second Edition, 
1951; Soffer, Louis J., “Diseases of the Endocrine Glands”, 
1951; Wilkins, Lawson, “Diagnosis and Treatment of 
Endocrine Disorders in Childhood and Adolescence”, 1950; 
Rundle, Francis F., “Joll’s Diseases of the Thyroid Gland”, 
Second Edition, 1951; Duncan, Garfield, “Diabetes Mellitus, 
Principles and Treatment”, 1951; Hoffbauer, F. W. (editor), 
“Liver Injury: Transactions of the 8th Conference, New 


York”, 1949; Wolstenholm and Sherlock (editors), “Liver 
Disease. A Ciba Foundation Symposium”, 1951; Cheney, 
Garnett, “Medical Management of Gastrointestinal Dis- 


orders”, 1950; Banks, H. Stanley, “The Common Infectious 
Diseases”, 1949; LeComte, R. M., “Manual of Urology”, 
Fourth Edition, 1948; Nesselrod, J. Peerman, “Proctology in 
General Practice”, 1950; Vaughan, W. T., “Primer of 
Allergy”, Third Edition, 1950; Francis, Clement, “Asthma”, 
1950; Holbrook and Hill, “Manual of Rheumatic Diseases”, 
1950; The British Rheumatic Association, “The Scourge of 
Rheumatism”, 1950; Fletcher, Ernest, ‘Medical Disorders 
of the Locomotor System”, 1951; Bleuler, Eugen, “Dementia 
Przcox, of the Group of Schizophrenias”’, 1950; National 
Research Council, “Decompression Sickness, Divers and 
Fliers’ Bends”, 1951; Willcox, R. R., “A Textbook of Venereal 
Diseases”, 1950; Blond and Haler, “The Liver: Portal 
Malorum (The Gateway to Disease)’, 1950; Leeson, H. S., 
and others, “Anopheles and Malaria in the Near East’, 1950; 
Shelly, Horace M., “An Epitome of the Laboratory Diagnosis 
and Treatment of Tropical Diseases”, Second Edition, 1919; 
White and Geschickter, “Diagnosis in Daily Practice’, 1947. 


Surgery.—‘Surgical Practice of the Lahey Clinic” (various 
contributors), 1950; Surgical Forum, “Proceedings of the 
Forum Sessions, 36th Clinical Congress of the American 
College of Surgeons”, Boston, 1950; Bailey, Hamilton, “Pye’s 
Surgical Handicraft”, Sixteenth Edition, 1950; Illingworth, 
Cc. F. W., “A Short Textbook of Surgery”, Fifth Edition, 
1950; Andrus, W., and others, “Advances in Surgery”, 
Volume II, 1949; “Year Book of General Surgery”, 1950; 
Orr, Thomas G., “Operations of General Surgery”, Second 
Edition, 1949; Platt, Sir Harry, “Modern Trends in Ortho- 
peedics”, 1950; Watson-Jones, Reginald, “Fractures and Joint 
Injuries”, Fourth Edition, Volume I, 1952; Bonnin, J. Grant, 
“Injuries to the Ankle”, 1950; Slocum, Donald B., “An Atlas 
of Amputations”, 1949; Rowbottom, G. F., “Acute Injuries 
of the Head, Diagnosis. Treatment, Complications and 
Sequels”, Third Edition, 1949; Kazanjian and Converse, “The 
Surgical Treatment of Facial Injuries”, 1949; Lyons and 
Woodall, “Atlas of Peripheral Nerve Injuries’, 1949; Cole- 
brook, Leonard, “A New Approach to the Treatment of 
Burns and Scalds’, 1950; Markowitz, J., ixperimental 
Surgery Including Surgical Physiology”, 1949. 


Obstetrics and Gynecology.—Bowes, Kenneth, “Modern 
Trends in Obstetrics and Gynecology”, 1950; Browne, 
Francis J., “Antenatal and Postnatal Care”, Seventh Edition, 


1951; Faulkner and Douglas, “Essentials of Obstetrical and 
Gynecological Pathology”, Second Edition, 1949;, Greenhill, 


- de Vadult”, 1951; 


“Principles and Practice of Obstetrics’, Tenth Edition, 
1951; Kosmak, G. W. (editor), “Transactions of the Inter. 
national and 4th American Congress on Obstetrics and 
Gynecology”, 1951; Read, Grantly Dick, “Introduction to 
Motherhood”, 1950; Way, Stanley, “Malignant Disease of 
the Female Genital Tract”, 1951; Thoms, Herbert, “Training 
for Childbirth”, 1950. 


Pediatrics—Chobot, Robert, ‘Pediatric Allergy”, 1951; 
Ellis, Richard W. B., “Diseases in Infancy and Childhood”, 
1951; Gibbens, John, “The Care of Children from One to 
Five”, Fourth Edition, 1950; Sheldon, Wilfred, “Diseases of 
Infancy and Childhood”, 1951; Southby, Robert, “Achlor- 
hydria in Children. A Clinically Recognisable Entity”, 1949; 
Southby, Robert, “Pink Disease. Clinical Approach to Pos- 
sible Etiology”, 1949; Walker, G. F., “The Asthmatic Child. 
Prevention of Asthma by Simple Home Methods”, 1950; 
“Year Book of Pediatrics”, 1950. 


Anesthesia.—Harris, T. A. B., “The Mode and Action of 
Anesthetics’, 1951; Seward, E. H., “Analgesia for Normal 
Childbirth”. 


Anatomy and Physioloagy.—Bouma, P. J., “Physical Aspects 
of Colour”, 1947; Ciba Collection of Medical Mlustrations, 
“A Compilation of Anatomical and Pathological Paintings 
Prepared by F. H. Netter’, 1948; Denton, Wynn, McDonald 
and Simon, “Renal Regulation of the Extracellular Fluid II. 
Renal Physiology in Electrolyte Subtraction’, Supplement to 
Acta medica Scandinavica, 1951; Howart, Robert King, 
“Osteology for Dissectors’”, 1950; Nonidez and Windle, ‘“Text- 
book of Histology”, 1949; Smith, Clement, “Physiology of 


the Newborn Infant’, 1951; Sutcliffe and Canham, “The 
Heights and Weights of Boys and Girls”, 1950. 
Autobiography, Biography.—Albee, Fred H., “A Surgeon’s 


An Autobiography”, 1950; Hughes, 
Mary Kent, “Pioneer Doctor. A Biography of John 
Singleton”, 1950; Keith, Sir Arthur, “Autobiography”, 1950; 
Mackay, C. V., “Alan Newton. A Personal Tribute”, 1951; 
Munro, Thomas Fitzpatrick, “The Physician as Man of 
Letters, Science and Action”, 1951; Zohorsky, John, “From 
the Hills. An Autobiography of a Pediatrician”, 1949. 


Bacteriology, Biochemistry, Chemotherapy.—Bisset, K. A., 
“The Cytology and Life of Bacteria”, 1950; Cantarrow and 
Trumper, “Clinical Biochemistry”, Fourth Edition, 1949; 
Dameshek, Wm., and others, “Chemotherapy of Leukemia 
and Leukosarcoma”, 1949; Findlay, G. M., “Recent Advances 
in Chemotherapy”, Volumes I and II, 1950 and 1951; Jones, 
Ruth McClung, “McClung’s Handbook of Microscopical 
Technique”, 1950; Myer and Orgel, “The Cancer Patient. A 
New Chemotherapy in Advanced Cases”, 1950; McEwen, 
W. W. W., “Bacteriological Technique. A Guide for Medical 
Laboratory Technicians’; McLennan, J. B., “Recent 
Advances in Bacteriology”, 1951; Peterson, Skinner and 
Strong, “Elements of Food Biochemistry”, 1949; Rappaport, 
F., “Rapid Microchemical Methods for Blood and C.S.F. 
Examinations”, 1949. 

Circulatory System.—Brown, James, “Congenital Heart 
Disease”, Second Edition, 1950; Flynn, Joseph E. (editor), 
“Blood Clotting and Allied Problems”, Third Edition, 1951; 
Gold, Harry, “Quinidine in Disorders of the Heart’, 1950; 
Levine, Samuel, “Clinical Heart Disease”, Fourth Edition, 
1951; Lowe, Kay and Luke, “The Practical Significance of 
Modern Cardiological Investigations’, 1951; McCurdy, 
R. N. C., “The Rhesus Danger. Its Medical, Moral and 
Legal Aspects’’, 1950; Rivlin, Stanley, “The Treatment of 
Varicose Veins and Their Complications”, 1951; Whitby and 
Britton, “Disorders of the Blood”, Sixth Edition, 1950; 
Wintrobe, Maxwell M., “Clinical Hematology”, Third 
Edition, 1951; Altschule, Mark D., “Physiology in Diseases 
of the Heart and Lungs”, 1950. 


Dermatology.—Bettley, F. R., “Skin Diseases in General 
Practice”, 1949; Frieboes and Scholfield, “Atlas der Haut- 
und Geschlechtkrankheiten”, 1949; Hackett, Cecil 
“Boomerang Legs and Yaws in Australian Aborigines”. 


Dietetics—Gutman, R. A. (foreword), “Diététique clinique 
Rice, Thurman B., “Low Sodium Diet”, 
1951; Stern, Frances, “Stern’s Applied Dietetics. The Plan- 
ning and Teaching of Normal and Therapeutic Diets”, Third 
Edition, 1949. 

Medical Jurisprudence.—Giaister, John, “Medical Juris- 
prudence and Toxicology”, Ninth Edition, 1950. 


Neurology, Psychology and  Psychiatry.—Ischlondsky, 
N. E., “Brain and Behaviour. Induction as a Fundamental 
Mechanism of Neuro-psychic Activity”, 1949; Lorand, Sandor 
(editor), ‘“‘Psycho-analysis Today. Contributions from 29 
manent Psychiatrists and Psycho-analysts”, 1948; Penrose, 

. S., “The Biology of Mental Defect”, 1949; Wallin, J. B. W., 
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“Personality Maladjustments and Mental Hygiene”, Second 
Edition, 1950. 


Ovhthalmology.—Duke-Elder and Goldsmith, ‘Recent 
Advinces in Ophthalmology”, Fourth Edition, 1951; Kinksz, 
Arthur, “Optics, Physiology of the Eye”, Volume I, 1950; 
Prince, J. H., ““Recent Advances’ in Ocular Prosthesis’, 1950. 
British Journal of Ophthalmology, Monograph Supplements; 
Hamilton, Bruce, “The Significance of Heredity in Ophthal- 
mology. A Tasmanian Survey”, 1951; Henderson, Thomas, 
“The Principles of Ophthalmology”, 1950; Hogan, Michael 
J., “Ocular Toxoplasmosis”, 1951; Kramer, Mary Everist, 
“Clinical Orthoptics. Diagnosis and Treatment”, 1949; 
Sorsty, Arnold, “The Incidence and Causes of Blindness. 
An [nternational Survey”, 1950; Wiener, Meyer, “Surgery 
of the Eye”, Second Edition, 1949. 


Oto-Laryngology.—Boies, Lawrence R., “Fundamentals of 
Otoluryngology. A Textbook of Ear, Nose and Throat 
Diseases”, 1949. 

Public Health.Clarke, John J., “Introduction to Public 
Health Law”, 1949; Grundy, Fred, ‘Preventive Medicine and 
Public Health”, 1951; Pickles, Wm. Norman, “Epidemiology 
in Country Practice’, 1949. 


Sexual Hygiene.—Mace, David, “Marriage Crisis’, 1948; 
Pilkington, Roger, “Males and Females”, 1948. 


Supplements: “Acta Radiologica”’.—84. Norman, “Studies 
on Hepatic Ducts in Cholangiography”, 1951. 85. Frantzell, 
Arne, “Soft Tissue Radiography. Technical Aspects and 
Clinical Applications in the Examination of Limbs”, 1951. 
&6. Hessen, Ingemar, “Roentgen Examination of Pleural 
Fluid. A Study in the Localisation of Free Effusions, the 
Potentialities of Diagnosing Minimal Quantities of Fluid and 
its Existence under Physiological Conditions’, 1951. 87. 
Radner, Stig, “Vertebral Angiography by Catheterization. 
New Method Employed in 221 Cases”, 1951. 88. Lonnerblad, 
Lars, “Transit Time Through the Small Intestine. A 
Roentgenologic Study on Normal Variability”, 1951. 89. 
Johsson, Broden and Karnell, “Thoracic Aortography with 
Special Reference to its Value in Patent Ductus Arteriosus 
and Coarctation of the Aorta”, 1951. 


Miscellaneous.—Brockbank, E. M., “The Conduct of Life 
Assurance Examinations”, Third Edition, 1949; Department 
of Health, Canberra, “Investigations into the Incidence and 
Causes of Postural Defects in Australian Children”, 1950; 
Dunton and Light, “Occupational Therapy. Principles and 
Practice’, 1950; Floyer and Baynard, “The History of Cold- 
Bathing, both Ancient and Modern”, Fifth Edition, 1722; 
Heaslip, Barbara, “There’s a Microbe Close Behind You”, 
1950; Hoare, Cecil A., ‘“‘Handbook of Medical Protozoology”, 
1949; Ministry of Health, “Report of the Working Party on 
the Recruitment and Training of Nurses”, 1947; Paterson, 
Tod and Russell, “The Result of Radium and X-ray Therapy 
in Malignant Disease’, 1950; UNESCO, “List of Scientific 
Papers Published in the Middle East’, 1949-1950; Oakes, 
Lois, “Illustrated Bandaging and First Aid”, 1950. 
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Dut of the Past. 


In this column will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


THE ACCOMMODATION OF PATIENTS AT BATHURST? 


Colonial Secretary’s Office, 
Sydney, July 22, 1833. 
James Bowman, Esq., 
Sir, 

A communication having been made by the Bathurst 
Branch that the Assistant Surgeon at that Station has 
required the sick Female convicts to be lodged in the Factory 
instead of the Hospital, an arrangement productive of 
inconvenience owing to the size of the building, and the 
consequent treatment of sick persons in the same room with 
healthy ones, 


I am directed by His Excellency the Governor to request 
that you will admonish Mr Busby for acting in the manner 


1From the original in the Mitchell Library, Sydney. 


stated, and apprise him that the Branch Factory at Bathurst 
cannot be converted into an Hospital. 
I have, &c., 
ALExR. McLeay. 


Colonial Secretary’s Office, 
Sydney, August 28, 1833. 
James Bowman, Esq. 
Sir, 

In reply to your letter of the 14th instant enclosing one 
from Mr Assistant Surgeon Busby, in explanation of his 
having caused sick female Convicts to be lodged in the 
Factory instead of the Hospital, I am desired by His Excel- 
lency the Governor to acquaint you, that as it appears the 
latter was crowded with male Patients from No. 2 Stockade 
at the time, there seems to have been no other course than 
that pursued by Mr Busby. 

I have, &c., 
ALExR. McLeay. 


Correspondence, 


BRITISH MEDICAL ASSOCIATION: SECTION OF 
OCCUPATIONAL MEDICINE. 


Sir: Following recent approval by the Council for the 
formation of a Special Group in Occupational Medicine, a 
meeting of members interested was held on May 8, 1952, 
when a proposal for the formation of a Section of Occupa- 
tional Medicine within the New South Wales Branch of the 
British Medical Association was adopted unanimously. 


The object of the Section is to advance the knowledge, 
practice and status of occupational medicine, and all mem- 
bers of the Association are eligible for membership of the 
group. The annual subscription is ten shillings. Applica- 
tions for membership should be sent to the Honorary Secre- 
tary of the Section (telephone MW 1307). 

Yours, etc., 
GorpDOoN C. SMITH, 
Honorary Secretary, Section of 

Occupational Medicine. 

C.o. School of Public Health and Tropical Medicine, 
University of Sydney, 
Sydney. 

May 19, 1952. 


NASAL SINUSITIS. 


Simr: I have noted with interest the letters of Dr. Eric 
Blashki (March 1, 1952) and Dr. Wilkie Smith (April 12, 
1952) and relish the opportunity of a word in defence of 
that chronic sinus sufferer the bronchiectatic. My ear, nose 
and throat colleagues tell me that many of their cases, and 
certainly most of the intractables, are in this category. 

At the outset I must admit that this is the only form of 
sinusitis with which I come into contact, and the following 
remarks are concerned solely with this condition. Of other 
forms I know nothing, of this I know little, but my 
experience with it has been chastening. 

Bronchiectatics are often advised to have their sinuses 
attended to, for they are told that the sinuses are infecting 
the lungs and causing the cough. Many submit, and then 
begins a chain of therapy ranging from nasal drops, through 
proof puncture to radical antral surgery. Disillusionment 
is slow (three to four years), but the patients finally come 
to realize that the cough is no better and the sinus a little 
worse. In brief they have wasted their time. My evidence 
for this is the personal interrogation and observation of the 
numerous bronchiectatics under the care of Dr. G. McManis 
and myself at the Thoracic Unit at Saint Vincent’s Hospital. 


Surely the distinction between the sound and the unsound 
has been confused. It is appreciated that the surgery has 
been done in good faith, but in my opinion the premises 
have been unsound. The following little clinical investiga- 
tion is of interest. X rays of the nasal sinuses were, in a 
number of cases, deliberately delayed, until a few days after 
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bronchography had been performed. The frequency with 
which the radio-opaque oil found its way into the antra 
was astonishing. It had trickled up during sleep. In just 
the same way the bronchiectatic secretions trickle into the 
antra and perpetuate infection. It will still be trickling 
when the antral surgery has been completed. One might as 
well hope to cure a neoplasm by tinkering with a secondary 
and leaving the primary. 

As to diathermy, I must agree with Dr. Smith in certain 
things: (i) He states that it promotes secretions. I agree; 
purulent and offensive ones. (ii) He states that it causes no 
damage. I agree it is harmless, and I might add quite 
useless, 

At the moment there are at Saint Vincent’s Thoracic Unit, 
seven bronchiectatics with chronic sinusitis who have 
indulged in this form of entertainment. Indulged until, to 
requote Dr. Smith’s quotation, ‘‘they had spent all they had” 
in the unfulfilled expectation of the promised cure. I would 
assume that in these cases “failure of the patient to 
cooperate” was not a factor in the unsuccessful outcome. 
Some even had the plates applied to the chest, and in their 
cases I must assume that “inadequate appreciation of the 
problem of sinus disease” wag not a factor in failure of the 
therapy. 

I fear that I cannot be very constructive. If and when 
the bronchiectatic sump has been eradicated, the sinuses are 
somewhat easier to deal with, though even then they are 
troublesome. In the untreated or incurable bronchiectatic, 
I do not know the solution, but for certain it is neither 
radical surgery nor diathermy. 

In conclusion, I might perhaps recall that Plato reminded 
us of the old world trait, “they are always doctoring and 
increasing and complicating their disorders and always 
fancying they will be cured by any nostrum which anybody 
advises them to try”. 


189 Macquarie Street, 
Sydney, 
April 18, 1952. 


Yours, etc., 
Harry WINpsoR. 


Mbituarp. 


KENNETH GEORGE McKAY ABERDEEN. 


THE following tribute to the late Dr. Kenneth George 
McKay Aberdeen has been sent by the Council of the 
— Australian Branch of the British Medical Associa- 

on. 


Kenneth George McKay Aberdeen died at his home in 
Cottesloe, Western Australia, on Tuesday, April 8, 1952, at 
the age of sixty-four. Ken Aberdeen was a man of 
enthusiasms: returning home from the first World War, he 
was appointed to the Children’s Hospital, and it was a sore 
point with him when he could not instil his enthusiasm 
into the busy general practitioner honoraries. He was 
appointed foundation president of the city of Perth sub- 
branch of the Returned Sailors, Soldiers and ‘ Airmen’s 
Imperial League of Australia and became one of the 
founders of the Returned Servicemen’s League in Western 
Australia. 

He went into general practice in Northam and gradually, 
with his partners, made that country town a centre for 
good work, supplying the needs of an immense district. His 
partners willingly accepted the frequent absences for tuition 
his enthusiasm compelled him to make as one advance after 
another arose in the various departments of a big general 
practice. He organized periodic post-graduate sessions, 
when practitioners from hundreds of miles forgathered, and 
specialists from Perth, who could not refuse “Aber”, did a 
hard Sunday’s work demonstrating and lecturing. 


He became a member of the Council of the Western 
Australian Branch of the British Medical Association in 
1933, and though sixty miles from Perth attended the 
regular, and very many special, meetings: it was the time 
of the Workers Compensation Bill and friendly’ societies’ 
negotiations regarding fees, and his earnestness usually 
carried the day. He was keenly interested in medical politics, 
and in 1936 represented the State on the first Contract 
Practice Committee of the Federal Council and gave able 
assistance during the hectic period of statistical investiga- 
tion leading to the Royal Commission appointed by the 
Commonwealth Government to deal with the financial side 


of the National Health Insurance Scheme. His interest 
never flagged, and during the political campaign of 1949 his 
services were eagerly sought, and freely given, in the cause 
of professional freedom. His platform manner was quiet and 
intensely sincere: he never raised his voice in debate: he 
commanded attention and convinced his hearers. 


Special tribute must be paid to the bravery he showed in 
facing his many serious illnesses. In a letter to a friend, 
he wrote in 1948: “Bronchoscopies: bronchograms: etc. will 
be the order of the day, with an Op. if I’m lucky enough: 
wasserer the Odds it gives one at least the chance of a 

ght.” 


He returned after an apparently successful operation and 
took over a busy practice in Perth. He joined with his usual 
enthusiasm in all British Medical Association activities 
throughout the recent troublous times and last year was 
made president of the Branch. He attended and presided 
at all meetings when physically able to do so—and never 
complained. Right to the last he maintained interest in 
current affairs: his considered judgement was always at the 
disposal of the Council. The British Medical Association 
lost one of its most useful and enthusiastic members when 
the disease he had fought so long and so valiantly at last 
laid him low. \ 

The President and members of the Council of the British 
Medical Association in Western Australia, together with 
hundreds of members scattered throughout the State, pay 
tribute to the memory of a great man and extend their 
sympathies to his family in their loss of husband and father. 

Dr. F. T. Beamish writes: Kenneth George McKay 
Aberdeen and I enrolled as medical students at the 
University of Melbourne in 1908 and we quickly formed a 
friendship which persisted until his death on April 8, 1952. 
Rarely are two lives so intimately associated, both personally 
and professionally, as were his and mine during a period of 
forty-three years. It would be a comparatively simple task 
for me to write a full length biography of his many faceted 
life: it is not easy to pay a fitting tribute in a necessarily 
brief statement. 

He qualified in March, 1918, and when next year the first 
World War broke out, it was inevitable that he should at 
once enlist in the Australian Imperial Force. He left Aus- 
tralia as a captain in the 3rd Light Horse Field Ambulance. 
Unfortunately his military career was cut short by a severe 
attack of dysentery and paratyphoid fever, which resulted 
in his return to Australia and his discharge in 1916. 


After some hospital work at Bendigo and the Women’s 
Hospital, Melbourne, he was appointed Superintendent of 
the Children’s Hospital in Perth and the rest of his life was 
spent in Western Australia. 
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In 1920 he commenced practice in Northam, where I 
joined him a few months later, and for over twenty years 
we worked together. He soon became recognized by the 
public and his colleagues throughout the eastern wheat belt 
as a reliable surgeon and.a capable and cooperative con- 
sultant. His professional knowledge and interests were very 
wide; he was a voracious worker and he was always particu- 
larly keen to apply the most modern methods of treatment. 
He was the first man in Western Australia to perform a 
full Fothergill repair operation, and he could easily have 
become a gynecological specialist, but such a field was too 
narrow to absorb his restless mental energy. He was 
constantly on the lookout for fresh avenues to- explore. 


As a citizen in Northam his initiative and leadership were 
great assets to the town: he was directly responsible for 
estublishing an Infant Welfare Centre in 1924—the first in 
Western Australia. He was the driving force in diphtheria 
immunization in which again he was a pioneer. He was 
the founder and for many years president of the Eastern 
Districts Medical Association of the Western Australian 
Branch. He was the initiator and founder of grass tennis 
courts in the town. 

During World War II he became restless at what he 
regarded as his limited scope and disposed of his practice to 
become superintendent of Fremantle Hospital; after some 
three or four years he resigned this appointment to take up 
a practice in Perth, which he conducted with unabated 
vigour till a few months ago. 

It was a source of great gratification and pride to him 
when in 1951 he had the honour of being made president 
of the Western Australian Branch of the British Medical 
Association—a fitting culmination to his lifelong interest 
in the profession. 

Such briefly is an account of “Aber’s” career, but it gives 
little idea of his strong and complex character. His out- 
standing qualities were his tremendous enthusiasm, his 
initiative, his great determination, and above all his supreme 
courage. In the exercise of his many activities he frequently 
encountered opposition, but even those who differed from 
him respected his honesty of purpose, and if he made any 
temporary enemies, they were infinitely small in numbers 
compared with his hosts of staunch friends and admirers. 


He showed his courage in all vicissitudes of life, and in 
his final and eventually losing battle with malignant disease 
his attitude was truly heroic. In 1945 and again in 1948 
he underwent major surgical procedures, and even when a 
year ago a further recurrence was definitely diagnosed he 
carried on as usual until his disabilities made it impossible 
for even him to continue. 

To mourn his loss he leaves his splendid wife, two sons 
and two daughters. His elder son, Eoin, is a member of our 
— as also is his elder daughter’s husband, Colin 

mith. 


HUBERT CLEMENT FINN. 


WE regret to announce the death of Dr. Hubert Clement 
Finn, which occurred on May 19, 1952, at Sydney, New South 
Wales. 


jPost-Oraduate THork. 
THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 


Course in Advanced Medicine. 

THE Post-Graduate Committee in Medicine in the 
University of Sydney announces that as the M.R.A.C.P. 
written examination will be held on September 6, 1952, a 
course in advanced medicine, suitable for candidates for 
this examination, will be conducted for a period of twelve 
weeks, beginning June 16, 1952 The programme will be 
arranged to take place in the afternoons from approximately 
2 p.m. to 5 p.m., on five days each week. 

Fees for attendance will be £31 10s., or £2 12s. 6d. per week. 
Fees are payable in advance at enrolment date, and early 
application is desirable. Applications to attend whole or 
portion of the course should be forwarded to the Course 
Secretary, The Post-Graduate Committee in Medicine, 131 
Macquarie Street, Sydney, not later than June 5, 1952. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED MAY 3, 1952." 


New Australian 
Disease. South Victoria. | Queensland. South Western Tasmania. Northern —— Australia. 
Wales. Australia. | Australia. Territory. Territory. 
Acute Rheumatism .. uA oe 
Amobiasis .. 
Diarrhwa (Infantile) 10(10) ‘a 1 ll 
Diphtheria... 7(6) 2(2) 2(1) 1 1 20 
Dysentery (Bacillary) 2) 22(21) 5(5) 5 $4 
Homologous Serum Jaundice 
ydatid ne 
Poiso oe ee ee ee 
Meningococcal Infection 1(1) ie 1 22 ‘ 4 
‘Ophthalmia .. oe ) 
le. oe oe ee 
Poliomyelitis . . aie és 6 3(2) 4 18(7) , ‘ 3 1 35 
‘Salmonella Infection 1 ai ‘ 1 2 
‘earl carlet Fever 22(6) 25(16) 5(2) 4(4) 17(4) aa 73 
‘Tetanus ee ee oe 1 2(2) 3 
Typhus (Flea-, Mite- and 
ick-borne) 4 1(1) . 6 
hus (Louse-borne) ee ee oe oe oe 
iow Fever we we ee ee ee oe oe ee ee 


1 Figures in parentheses are those for the metropolitan area, 
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MWedical rises. 


DAVID ANDERSON-BERRY PRIZE. 


A David Anderson-Berry silver-gilt medal, together with 
a sum of money amounting to about £100, will be awarded 
in 1953 by the Royal Society of Edinburgh to the person 
who, in the opinion of the Council, has recently produced 
the best work on the therapeutical effect of X rays on human 
diseases. Applications for this prize are invited. They may 

based on both published and unpublished work and 
should be accompanied by copies of relevant papers. Applica- 
tions must be in the hands of the General Secretary, Royal 
Society of Edinburgh, 22 George Street, Edinburgh, 2, by 
March 31, 1953. 


Motice, 


LECTURE-DEMONSTRATION ON “RELAXATION 
THERAPY” AND ANALGESIA IN LABOUR. 


A COMBINED lecture-demonstration by members of the 
obstetric staff and members of the anesthetic and physio- 
therapy departments will be given at the Women’s Hospital, 
Melbourne, on Wednesday, June 4, 1952, at 8 pm. The 
subject will be “Relaxation Therapy and Analgesia in 
Labour”. The entrance is at Cardigan Street. 


Congresses. 


FIRST INTERNATIONAL CONGRESS OF 
DIETETICS. 


THE first International Congress of Dietetics will be held 
in Amsterdam from July 7 to 11, 1952. During the morning 
sessions well-known authorities on nutrition will deliver 
lectures. The afternoon sessions will be devoted to various 
aspects of the subject of the dietetic profession and its 
problems. All correspondence about the congress should be 
sent to the Executive Committee, 42 Koninginnegracht, The 
Hague, The Netherlands. 


Australian Wevdical Board JOroceedings. 


QUEENSLAND. 


THE following have been registered, pursuant to the pro- 
visions of The Medical Acts, 1939-1948, as duly qualified 
medical practitioners: Davis, Neville Coleman, M.B., BS., 
1945 (Univ. Sydney), F.R.C.S. (England), 1949. 

The following additional qualifications have been regis- 
tered: Hemsley, Roy Eldridge, M.R.C.0.G. (England), 1951; 
Burton, Ernest Joseph, F.R.C.S. (Edinburgh), 1930. 


Mominations and Clections. 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: Powell, Frederick Arbouin, M.B., B.S., 1945 
(Univ. Sydney), Box 1, Yass. 

The undermentioned have been elected members of the 
New South Wales Branch of the British Medical Association: 
Adams, Warwick Leslie, M.B., B.S., 1952 (Univ. Sydney); 
Anderson, Robert Martin, M.B., B.S., 1948 (Univ. Sydney); 
Andreazza, Joyce, M.B., B.S., 1952 (Univ. Sydney); Boa, 
Peter Alfred, M.B., B.S., 1952 (Univ. Sydney); Bourke, 


Geoffrey Merwin, M.B., B.S., 1952 (Univ. Sydney); Cook, 
Walter Arthur Aufrére, M.B., B.S., 1952 (Univ. Sydney); 
Diethelm, Geoffrey, M.B., B.S., 1952 (Univ. Sydney); Edye, 
Beryl Vivienne, M.B., B.S., 1952 (Univ. Sydney); Emmerson, 


Bruce Raymond McKevit, M.B., B.S., 1952 (Univ. Sydney); 
Gall, John Francis, M.B., B.S., 1952 (Univ. Sydney); Gray, 
Kenneth Roy, M.B., B.S., 1950 (Univ. Sydney); Hart, John 
Kirley, M.B., B.S., 1952 (Univ. Sydney); Hellreich, Bernhard, 
registered in accordance with . Medical Practitioners Act, 
1938-1950, Section 17 (1) (c); Hickson, George Kendle, M.B,, 
B.S., 1952 (Univ. Sydney); Holland, Ross Beresford, M.B., 
B.S., 1952 (Univ. Sydney); Jacks, Laurence Maurice, M.B,, 
BS., 1950 (Univ. Sydney); Larbalestier, Peter Senis, M.B., 
B.S., 1945 (Univ. Sydney), D.D.R., 1950 (Univ. Sydney); 
Mackenzie, Douglas Cameron, M.B., B.S., 1952 (Univ. 
Sydney); Middleton, Roland William Donald, M.B., BS., 
1951 (Univ. Sydney); O’Flynn, Patricia Mary, M.B., BS., 
1946 (Univ. Sydney); Thom, Alistair Sorley Cumming, M.B., 
B.S., 1950 (Univ. Sydney); Willcocks, Richard, M.B., BS., 
1952 (Univ. Sydney). 


Diarp for the Wontb. 


JUNE 3.—New South Wales Branch, B.M.A.: Organization 
and Science Committee. 
JUNE Australian Branch, B.M.A.: Council 
eeting. 
JUNE 4.—Victorian Branch, B.M.A.: Clinical Meeting. 
JuNgE 5.—South Australian Branch, B.M.A.: Council Meeting. 


Medical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federal Mutual Medical 
Benefit Society ; Mutual National Provident Club; National 
Provident Association ; Hospital or other appointments out- 
side Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 
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South Australian Branch (Honorary Secretary, 
Terrace, Adelaide): All Contract Practice appointments in 
South Australia. 


Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth) : Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot: 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
oc JOURNAL OF AUSTRALIA alone, unless the contrary be. 
stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without ‘delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one 
mon 

SUBSCRIPTION RatTEs.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of an 
quarter and are renewable on December 31. The rate is £ 
per annum within Australia and the British Commonwealth of 
Nations, and £6 
countries, payable in advance. 


10s. per annum within America and foreign - 
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